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IHSC Ql Audit Tool 


ICE HEALTH SERVICE CORPS (IHSC) - CONTINUOUS QUALITY IMPROVEMENT 


Y nu will 'pgort bVbHY quarter un ALL hlbflSLI ItbS that follow. There arc j H measures in total. 

* Grievance* 

* Suldde Watch 

* Hunger Stokes 

■ Medication Errc#f 

o Medication Administration Errors 
O PresCfSbing/Drderitlg Errors 
o Pharmacy Order Errors 

o irh ndminnrc-rrd rrodiratims, continuity pf medication Hid medication refusals; 

Sample Size: For each of these -rcHTiponents, you will review ID charts (unless findings fa® He tow the threshold established [thresholds are listed after each Item! - then you must review 10 
additional roromi). MOTE: If shorn hr loss thor ID charts, :hn review |Q(BS pf those charts that ora-applicable. 

* Medication Refusal 

* Pregnancy Audit 

■ Medical Housing U nit 

* Screening and health Assessment 

* Hypertension 

■ Diabetes 

■ Asthma 

* HIV 

* Tuberculosis 

* Seizure [>sorder 

■ JickCt^lAgmtOn 

* Mental Illness w hi Psychotropic Medication 
- Dental Cane 

■ Comwuity of One 

■ Reasonable Accommodations 

■ Treatment oF Disability 

* Diagnostic Services and Specialty Carr Access 

* Laboratory and Diagnostics 

* Credent la ling 

■ Mortality Review 

* Medical Recordkeeping Practices 

THRESHOLDS FOR COMPLIANCE; Each indicator has a percentage ot compliance required (written ne*t to itf, If ynu Fan below this threshold For compliance, ynu must submit a corrective action 
plan For ft, fhe corrective action plan should he written in the section following the date. 


GRIEVANCES (IMPORTANT) 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fistal Year: 

4 th Quarter 2017 


INSTRUCTIONS: Obtain the numbers From tbe grievance logs. 


1. Total number of grievances received within quarter 


■v addressed' within S business days. 


3. Numberof grievances, related io access la cere. 


d. Number of grievances related to qualify of care. 


Comments: A total of A grievances w 
d not be processed. 


received within the quarter; 1 detainee transferred out of the facility the nest day and his 


Corrective Action P 
An alternate staff member needs to be identified; He/she who will * 
addressed in a timely manner. 


h grievances when the primary staff member Is unvaltable, thus 


SUICIDE WATCH 


Facility: 


Stewart Detention Center 


Reviewer: 


Quarter/Fiscal Year: 


INSTRUCTIONS: Enter the total number oF detainees in thiedetention facility in the FieFd 'Total Patient Population'. Obtain the numbers Far 1-8 From intake screening?, suicide watch logs end 
medical records. 
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IHSC 0,1 Audit Tool 


SUICIDE WATCH 

fatal Patient 

Pap til a libei 



Humber 

Percentage et Total 
Humber on Suicide 
Watch 

PercebtaEe of Total 
Patinnt Population 

I. Total number of detainees on suicide w^tch during specified 
timeframe, (for su^dai ideation actio hi} 

15 

X 


Z. Number of detainees (from number above] on suicide watch* 
during specified time frame who made a a actual suicide attempt 

1 

e% 


3. Number of incident reports submitted, (required for detainees 
with suicidal attempt) 

1 

it* 


4. Number of detainees on suicide watch who were evaluated by 
behavioral health professionals within 24 hours, unless 
emergent [in which case the evaluation should be immediate} 

13 

100K 


5. Number of detainees on suicide watch (from number above! who 
were seen previously by IHSC for mental health issues, 

a 

52% 


6r Number of detainees on suicide watch with daily evaluations 
done by qualified medical staff. 

13 

1D0% 


7r Number of detainees on suicide watch with appropriate 
documentation, (i .e. t 5 minute and s hour dooumeotation} 

2 

15% 


5. Number of detainee on suicide watch that received follow up 
post/after discharge from suicide watch at interval consistent with 
the sevd of acuity- (pmim) 

11 

55% 


Comment; ft ?-15 minute forms tomuleted by Correctional Officers are missies, 


Corrective Action PUrls] |if appropriate! BH Pi will truunr that the milting observation lap arc located, rnrr pi ctcd in thoir entirety ant) 
Forwarded la MRTs far scanning into the detainees' CMR. All staff wit be reminded, educated and [rained on importance aF ensuring 
that observation fees are thoroughly completed and accounted for daily, Core Qvia leadership will be informed during quarterly suited 
prevention meeting to educate staaf on maintaining all Forms 



HUNGER STRIKES (ESSENTIAL) 



INSTRUCTIONS; Obtain the numbers from hunger strike logs and medical records- 


HUNGER STRIKES 


Humber 

Percentage of Total 
Number on Hunger 
Strikes 

1. Total number of detainees on hunger strikes within the quarter. 

16 

■-—=- 

2. Number of detainees requiring medical intervention, [intravenous 
therapy! ON SITE [not those oFf-site) 

& 

D% 

3. Number of detainees requiring medical intervention (intravenous 
therapy! ON SITEfnot those-off-site! For whom an metdemt report 
was submitted. 

& 

EB4 

4, Number of detainees on hunger strike with complete 
dddumentatidn. (daily vital signs, daily weights. intake rind 
output} 

1 

771 

5. Number of detainees on hunger strikes with provider evaluation 
documented. 

15 

100% 

6. Number of detainees on hunger strike requiring court-ordered 
force-feeding on site. 

Q 

D% 

7. Number of detainees on hunger strike requiring court-ordered 

Force-feeding in hospital, 

a 

PK 

Comments; Nursing staff fs not using the MHU: Hungersfrtke Monitoring Fo*m/MHU; intakes^Outputs form to record intakes/outputs nr 
significant finding: fnam lab:. 1-re cord revealed detainee refusing nursing assessment*. Every detainer! an hunger strike had regular 
provider contact throughput their time an hunger ilrike 

Corrective Action Flartfs} |il appropriate!- In service training wilt be provided to the nursing staff on proper document inn related to 
hunger strike. Medical staff vdll continue to conduct their evaluations and make eCW entries for all MHU pts In a timefy manner 
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IHSC 0,1 Audit Tool 


MEDICATIONS | 


Facility: 

Stewart Detention Center 

Reviewer: 

ltH 

Quarter/Fiscal Year: 

4tih Quarter 2017 


INSTRUCTIONS: Place the rjrraer of medication errors Ifrarr incident. reparts) in lhu column "Number of Errors", Placu thu number of incident reports- submitted in the column nnt Co it. If 
none, (ML"0*. If not applicable, enter 'NA". Do not leave any blank. 


MEDICAL ADMINISTRATION ERRORS 


Number oF Errors 

Number of Incident 

Reports SiAmitted 

1. Number of wrong medications given. 

0 

0 

2. Number of wrong patients receiving medication. 

a 

0 

3. Number of medications given at wrcr$ time. 

Q 

0 

4, Number of medications missed. 

6 

3 

5, Number of medications administered via wrong route 

0 

0 

6. Number *f wrong dpse$ given. 

0 

0 

7. Number of transcription errors. 

0 

0 

8. Number of expired presen ptions given. 

0 

0 

S, Number of blank spaces on medication administration record 
(i.$. m> documentation of missed medic^tionf 

0 

0 

10. Other LOS-T HEDS 

D 

0 

TOTAL; 

6 

3 

Cumments:. 

-6 mcdirati&ii: were missed fDrtainees failed to show up to pill lire]. 

Corrective Action PI jn| ij | IF apprupr (ale!: Will continue to communicate filth the correctional officers Co ensure [fiat detainees are 
escorted to the pin line for their meds; Detainees nut willing to Lome Fur their meds mill sign refusal lories 


PRESCRIBING/OROERING ERRORS 


Number of Errors 

Number ol Incident 
Reports submitted 

1- Number of wrong patients receiving medication 

0 

0 

2. Number of wrong drug - indication 

1 

1 

3. Number of wrong drug - allergy 

D 

0 

4. Number of wronE drug - drug interaction 

0 

0 

5- Number of wron^ doses 

1 

1 

G. Number of wrong dosing schedules 

a 

0 

7. Number of orders written incorrectly 

2 

1) 

8, Number of medication orders not forwarded to pharmacy 

0 

0 

9. Olher 

0 

0 

TOTAL: 

4 

3 

Comments: 

2 orders wene writton incdrnectfy; 1 drug bad tbo wrong Indication; and 1 wrong Ouse 

Corrective Action Hlan|s) [if appropriate[: 

Improved communication between providers, nurses, and pharmacy ; Educate providers 
back orders to the providers after takinc verbal orders 

on double checking orders; Nurses should rend 


SE Lf-ADM 1 NlSTRE RED M EDICATJONS, CONTI NUITV OF ME DlCATION r and ME DICAT! ON REFUSAL 


Whole Numbars 

rnsfNo/NA 

L Estimated nunster of patients on seif-Administered medication. 

(check with pharmacy} 

690 


2 . If detainee requires continuation of medicatian. was 
medicatian ordered witfifn 24 hours fram completion of intake 
screening? 

(Review ID random medical records: Note percent compliance If 
less than 10004; if 10CW4, enter F Ves".> 

X 


3. Average lapse time from order tu first dose of medication. If 
greater than 24 hours? 

D 

2><x 

4, Other 
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IHSC 0,1 Audit Tool 



Number of Errors 


Number of incident 
Reports Submitted 


1. Number of wrong pulie 


Z. Number of wrong medications. 


3. Number of wrong do&M. 


1 Number of wrong. labels. 


5. Number of wrong routes. 


6. Number oF MAR errors, {misprinted, medication missingl 


«- Extended release mediation given Instead of immediate release 
Sis Future-start date-far a meditation rat printed in MAR 


Corrective Action Pl4n|S) Li 

3 to be reviewed by the Clink coord MaHor/horse Manager d 


MEDICATION REFUSAL 


Facility: 

Stewart Detention Center 

Reviewer: 

ltH 

Quarter/Fiscal Year: 

4th Quarter 2017 


PUftWJE: fa nsst-ss rmificstior a" prescribing clinbci an of pour ndhrrr-nr :■ to meditation orders. 

Source: Medication administration records, medical record RN, MLPOr physician can review. 

.Sample: Identify ID patients from WARtwho have misioc mrdicnt on an tKrrc- consecutive days or four or marc dascs in a week. 

Instrucirsms: Enter "1“ for tea, "O' hr No. and ’HA" lor Hot Applicable. Do not. leave any blank. 

Item A Measure 

1 Documented refusal! in die medical record (with signature of detainee, witness)? 

2 Explanation el risks and benelita documented in the medical record? 

3 Documentation that prescribing clinician has been notified if 3 consecutive days or 3 consecutive doses and/or soft of doses missed within ? days? 

4 Documentation of clinician response in the medical record? 

5 tf detainee refused to sign refusal form, was it documented on the ferm? 


MEDICATION REFUSAL 

fiecord 

Alien H 


Measure 1 

Measure 

2 

Measure 

2 

Measure 

4 

Measure 

S 

1 




1 

1 

1 

i 

NA 

2 



i 

1 

1 

i 

NA 

J 



1 

1 

1 

i 

3 

4 



1 

1 

1 

t 

NA 

’ 5 



1 

1 

i 

i 

] 

£ 



1 

l 

1 


NA 

7 



1 

1 

i 

1 

3 

a 







s 







10 







1 PE KENT COMPLIANCE 

1WJK 

100H 

moss 

UHBi 

100% 

Comments; 

It/A 
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PREGNANCY AUDIT (ESSENTIAL) 


Garructive Action Planljsl (if appropriate]: 


NA 


Facility: 

Stewart Detention Center 

Reviewer: 

lt HI 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTHUCnDWS: A healthcare provider mil review leesot (he charts of We pregnant potleots during the current quarter 
Enter ”1" fur Yes, "CT for No, and " MA' for Not Appl liable. 

Sample sin: 100% 

Item It Measure 

1 Was an DB-OYN consul ordered and We scheduled appointment time documented within 1 days of Identtflcatlon of condition? (Not necessarily 

seen within 7 daps] (1 DIFK|i 

2 Prenatal vitamins prescribed? (lCifl^l 

3 Proper diet ordered? (iOO%| 

4 Patient education documented at each encounter? (ik»^ 

5 Records reviewed by provider after OB appointment? [1MM&] 

G Appropriate prenatal labs (consideration far HIV J STI. and viral hepatitis] ordered if not obta ined from QB-GYN7 (100%) 


PREGNANCY AUDIT 

Accord 

Alien H 

Measure 1 

Measure 

1 

Man sure 

3 

Idea sure 

4 

Measure 

£ 

& 

1 

N/A 

NA 

NA 

NA 

MA 

MA 

NA 

a 








3 








4 








£ 








6 








7 








S 








A 








10 








PERCENT COMPLIANCE 

IOCS 

IOCS 

100% 

100% 

100% 

100% 

Comments: 

h/A; all male faelfity 

Corrective Action Plnn(s| (if appropriate]: 

N/A 


M ED I CAL H □ USi NG UNIT {E S5E NTIAL) 


Facility: 

Stewsrt Detention Center 

Reviewer: 

LT ^I 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: An Rh, MLH. physician ar clinical pharmacist wifi review appropriate number (sea page I) of patients who were admitted to the MHU during the current quarter. 
Enter “l" for Yes. "Dr Tor No, and "NA r for Not Applicable. 

Ta RAN DG.VILV select, Net aut the total: number of MHLl patients for the designated time period according to AW, and select every other chart for completing audit. If there are not. 
medical records to select the required number of records for auditing, MC% review is required. 


MEASURE 

Admitting hlstory/rprrgnt diagnosis or issues documented on the MHU progress note (to he completed by a physitian/MIF nr appropriate clinician 
according to scope of practice)? (lOU'Aj 

Appropriate exam documented relevant to the reason Tor the MH U stay? — e.g. dental, medical., or behavioral health exam? flOQH! 

Provider rounds dooumetiteif as noted hr the treatment plan, IF applicable (30% j 

Treatment plan Includes specific Instructions for nursing and appropriate precautions or intervention? for Infectious disease? |5P?t) 


ITEM fr 


IHSC Ql Audit Tool 
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IHSC 0,1 Audit Tool 


& Nursing care plan present? |9£ftSj 

6 Nurs-in# care Mluw-up documented? (100%] 

7 Nursing progress notes present for each sihlH? (10C%) 

& 24 hoL r chart review indicated with signature. date- and time of review? (4DK) 

4 Discharge from MHU documented, if applicable | lCOJi'l 

10 Language Access; Use or translator, provider ilue-nty in language, or English-speaking detainee is documented? | 1G0 %i 


MEDICAL HOUSING UNIT 


Hewed 


Alien ft 


Measure 1 

Measure 

2 

Measure 

3 

Measure 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

S 

Measure 9 

Measure 

19 

1 


1 


1 

1 

1 

1 

1 

1 

] 

1 

1 

1 

2 



1 

1 

1 

1 


1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

i 



1 

1 

1 

1 

i 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

i 

1 

1 

1 

1 

1 

e 



1 

1 

1 

1 

i 

1 

1 

1 

Nh 

1 

T 



1 

1 

1 

1 

1 

1 

1 

1 

0 

1 

a 



1 

1 

1 

1 

i 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

D 

1 

1 

NA 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

OF H r ? M CC1MPI 1AN("F 

190% 

190% 

100% 

100% 

50% 

190% 

100% 

100% 

sv% 

100% 

Comments: 

-No nursing care plan 

with one pi. record 

GwtkIIw Mkn Plan(s} (If appropriate]: 

In service training to be provided to thr nurses on Nursing Cane Man. 


Add additional 10 records if you ral I below the threshold in the table to the right. 


SCREENS AND HEALTH ASSESSMENT 


MEDICAL HOUSING UNI 

- Additional Records If First 10 Are Below Threshold 


Hewrd 

Allen ft 

Measure 

1 

Measure 

? 

Measure 

3 

Measure 

■i 

Measure 

5 

Measure 

0 

Measure 

7 

Measure 

H 

Measure 

Measure 10 

11 












12 












11 












14 












15 












It 












1? 












IB 












IB 












20 












| PERCENT COMPLIANCE 











Comments: 

Corraeti™ Action Plants] (II appropriate): 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/ Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: An Pits. MLP, physicia n or clidical pharmacist Mill review the appropriate number (sea page 1) of randomly selected records Tor patients that have been at the faelfity lot more 
than two- weeks do ring the current quarter- 

Enter "1" fnr Vas, "O' for No, and "NA" for ho* Applicable. Donat leave any blank. 

To rah PQMLY select, Nst out the total number ®f health assessments for the designated time period according to A ft, and select every other chart for completing andlt- 
Sample Size: See Instinct i a ns in Haw 3 
Item ft Measure 

1 Initial screening completed within 12 hours, of admission to facility? (IDO ft) 

2 All required areas of the intake template in eCW are c&mpleled? (llBSJ 

3 TB screening completed during medical intake if applicable PPD or OH.i? (100%) 

A PPD read Mitfim dB-73 htwrs? (N/A kf CXH performed) \ WQ%] 

5- TB clearance properly dor jit nntrd? (liJtBS) 

& Was there timely (MT 2 Marking days after idenlilicatiDn] follow-up for significant findings of acute and chronic conditions? |100H| (A significant 

rinding is a condition that, without timely intervention, coUld lead to deterioration in function, pain, death, or risk co the public health! (lOOSs) 

7 Was heahh assessment completed within u days? (lOOTi) 

U Was henith assessment completed within ! days far children? [family Residential tenters) 11UO :-tj 

% Was health assessment completed far patients with chronic illnesses witihin two Marking days? (10CSI 

10 Health assessment (health history and hands-on physical ekaminationj completed by licensed physician/PA/N P/RN (if completed byHN r mustheve 

documented tramuigl (Idtw) 

It If applicable, dacumentatjon at transfer summary reviewed within 12 hours? [lDCiffl 

12 Patient education dacumented at each encounter? | lCOit'l 

13 Language access; Use or translator, provider fluency in language, or English-speaking patient is documented. (1011%] 


SCREENING AND HEALTH ASSESSMENT 

Record 


Alien# 


Measure 1 

Measure 

2 

Measure 

2 

Measure 

4 

W\ttwr$ 

£ 

Measure 

£ 

Measure 

7 

Measure 

a 

Measure 9 

Measure 

Id 

Measure 

11 

Mmw fi¬ 
ll 

Measure 

13 

1 


1 


1 

1 

1 

NA 

i 

NA 

1 

NA 

NA 

i 

1 

i 

1 

2 



1 

1 

NA 

NA 

i 

NA 

1 

NA 

NA 

i 

1 

i 

1 

3 



1 

1 

NA 

NA 

i 

NA 

1 

NA 

NA 

i 

1 

i 

1 

A 



1 

1 

1 

NA 

i 

NA 

NA 

NA 

NA 

NA 

1 

i 

1 

5 



1 

1 

NA 

NA 

i 

1 

NA 

NA 

1 

1 

1 

i 

1 

£ 



1 

1 

1 

NA 

i 

NA 

i 

NA 

NA 

1 

l 

i 

1 




1 

1 

NA 

NA 

i 

NA 

i 

NA 

NA 

1 

1 

i 

1 

S 



1 

1 

NA 

NA 

i 

NA 

i 

NA 

NA 

1 

1 

i 

1 

0 



1 

1 

NA 

NA 

i 

NA 

i 

NA 

NA 

1 

1 

i 

1 

10 



1 

1 

NA 

NA 

t 

i 

NA 

NA 

i 

1 

1 

i 

1 


SCREE HUNG AND HEALTH ASS ESS MINI 

■ Additional Records, If First ID Are Be low Threshold 


to coed 

Alien ft 

Measure 1 

Measure 2 

Me* 54i re 

3 

Measure 

Measure 

5 

Measure 

6 

Measure 

7 

Me*54ire 

t 

Measure 

a 

Measure 

to 

Measure 11 

Measure 12 

Me asjrr 1 1 

11 















12 















JL3 















1A 















15 















16 















17 















IS 















19 















20 
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IHSC 0,1 Audit Tool 




HYPERTENSION ( 


Facility: 

Stewart Detention Center 

Reviewer: 

lt m 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: An RN, MLP r physician ar clinical pharmacist will review appropriate number (seepage 1] of randomly selected records of patierts with hypertension during the current quarter. 
Enter "I" for fas, "or 1 for No, end "NA" for Not Applicable. Po not leave any Wank. 

To RAN D0V1LY select, lb! out the total numbu' of patients, diagnosed with hypertension for the duuitnatud time period according to A 4, and seliect every ether chart for completing audit. If 
there are not enough mediLdl records to select Hie required number or records tor a udiii mb, 1£>D% review is retired, 

Sample Sire: See Instructions in flaw 1 

Item IT Measure 

1 Blood pressure readlrg documented at intake? [100%] 

a Patient scon by medical provider within two bunr-ris days of illness, identification flOir/-,| 

3 Patient was referred to MLR or bigher r if exam was completed by BN (95Si-| 

4 Patient has treatment plan doc u men ted? I95KJ 

5 Glagnwls listed In provider soap rote t \ 3 DflK) 

t Diagnosis listed or problem list? (IdOiS) 

7 Baseline labs obra ined ftAC, CH CM, lipid profile, UA £ £ KG) and reviewed within 30 days of illness i den lift-cat ion? | lMSi| 

A Patient education documented at each encounter? (10B%| 

3 laogiieee access; Use of translator, provider fluency In language or Fngi.sh speaking patient is documented? (100%h 


HYPERTENSION 

- Additional Records If First 10 Are Below Threshold 


Becord 

Almntf 

Measure 

i 

Measure! 

Measure 

3 

Measure 

4 

Measure 

5- 

Measure 0 

Measure 

7 

Measure 

S 

Measure 

* 

11 











12 











11 











14 











15 











io 











i? 











18 











1R 











OT 











PE RtFPfT COMPLIANCE 

0% 

0* 

OK 

W 

0% 

(mi 

0% 

0% 

OJt 

Comments: 

Cenrectlve Action Plarfls] ill appropriate]: 


HYPERTENSION 

Becord 


Alien# 

ftcrwrcoMPUAh 


Measure 1 

Measure 2 

Measure 1 

Measure 

* 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

B 

Measure e 

1 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

2 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

1 



1 

l 

NA 

1 

1 

1 

1 

1 

1 

* 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

5 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

G 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

I 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

8 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

9 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

10 



1 

1 

NA 

1 

1 

1 

1 

1 

1 

PEI 

ICE 

1W% 

10W 

UHFH 

low 

WOK 

1W3% 

WOK 

I0W 

100% 

Comments: 

H/A 

Ganractlve Action Plarfls] ill appropriate]: 

N/A 


Add additional ID records if you fan below the threshold m We table to the rlghi-' 


DIABETES (ESSENTIAL) 


Facility: 

Stewort Detention Center 

Reviewer: 

ltH 

Quarter/Fiscal Year: 

4th Quarter 2017 
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IHSC 0,1 Audit Tool 


INSTRUCTIONS: An RN, MLI*. ahYsiciun or cliniu-l pharmacist will review -apprupr iule number (ice page lief randomly selHled records of pjticrU with diabetes during the tar runt quarter. 
Enter "i" for Ves, "or 1 for No, end "NA h for Hot Applicable, Du not leave any Wink. 

To RAN DOMLV select, lilt out the total number of patients diagnoses with diabetes for the designated time period according to A #, a nd select every other chart for completing a udit. If there are 
not enough medical records to select the required number or records for auditing, 100% review Is required. 

.Sample Sire: See Instructions in flow A 


Item If Measure 

1 Was pe -f completed within two business days if diabetes was Identified at Ome of arrival? (!0P%) 

2 Documented blood sugar on intake (if diabetes identified at intake] or documented reason fee not testing e.g. detainee just ate food 
one hour age? (90%) 

3 Diagnosis listed In provider SOAR note (100%) 

a Diagnosis listed on problem M? (!0P%) 

9 baseline Alt obtained within 30 days of arrival or within past 3 months? (KJDriS) 

6 Baseline- measurement of lipids within 30 days.? (100%) 

7 Documented prescription of aspirin, os tUnieafly indicated? L90%) 

a Decree cf control (goat d HgbA 1C * 3,0) documented In treatment plan? (90%) 

4 Was a strategy to attain diabetes control documented if HtghAlC was above goal? |'inuv : ,| 

10 Patient education dacumentrd at each encounter? (190%] 

11 Language Access; Use of translator, provider fluency in language, or English-speaking patient is documented? (190%) 


DIABETES 

Bewrd 


Alien tt 

1 

Eivr COMPLY 


Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measoca 

6 

Measoca 

7 

Measure 

3 

Measure 9 

Measure 

14 

Measure 

11 

1 



1 

a 

1 

1 

1 

1 

t 

l 

1 

1 

1 

1 



1 

l 

1 

1 

1 

1 

1 

NA 

NA 

1 

1 

3 



1 

i 

1 

1 

FtA 

NA 

1 

NA 

NA 

1 

1 

4 



1 

l 

1 

1 


1 

0 

1 

1 

i 

1 

5 



1 

i 

1 

1 

1 

1 

1 

NA 

NA 

1 

l 

6 



1 

i 

1 

1 

1 

1 

0 

NA 

NA 

1 

1 

T 



l 

a 

1 

i 

1 

1 

1 

1 

1 

1 

1 

S 



1 

i 

1 

i 

1 

1 

0 

'It- r ' i 

1 

1 

P' : M ■? '1 

9 



1 

NA 

1 

i 

1 

1 

a 

l 

1 

1 

1 

10 



1 

0 

1 

i 

1 

1 

i 

1 

1 

1 

1 

PERCI 

iNCE 

100% 

79% 

100% 

100% 

190% 

100% 

60% 

109% 

100% 

190% 

100% 

Comments; 

Blood sugar on intaki 
documented as clinic 

above goal. 

’ not documentcd/Viot dune-; Baseline Alt NOT obtained within 3D days of arrival or within past 3 months; Prescription of aspirin NOT being 

ally iindiealiEd; Degree of control fgoal oF HghAlC -r'4.9] NOT documented in treatment plan; NO strategy to attain diabetes control documented iF HgbA 1C was 

Corrective Action Plan(s) (if appropriate): 

Refresher traiitinc will be provided For providers and nurses on all the measures identFiad, Training will be Incooperated in daily reports. 


Add additional ID records if you fall below the threshold in the table-to the righl. 


DIABETES - Additional Records If First 10 Are Be law Threshold 


Record 


Atjer^^^ 


Measure 

1 

Measure 

3 

Measure 3 

Measure 

A 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

S 

Measure 

9 

Measure 

14 

Measure 

n 

11 




1 

1 

1 

1 

1 

1 

□ 

0 

0 

1 

1 

U 




1 

1 

1 

1 

1 

1 

1 

NA 

NA 

NA 

NA 

13 




1 

X 

l 

1 

1 

1 

0 

0 

NA 

NA 

NA 

14 




1 

0 

1 

1 

1 

1 

0 

0 

0 

1 

1 

15 




1 

D 

1 

1 

1 

1 

1 

NA 

NA 

i 

1 

10 




1 

1 

1 

1 

1 

1 

1 

1 

NA 

l 

1 

11 




1 

0 

1 

1 

1 

l 

0 

a 

0 

l 

1 

IS 




1 

1 

1 

1 

1 

1 

0 

0 

NA 

NA 

NA 

19 




1 

1 

0 

1 

1 

1 

1 

a 

0 

1 

1 

20 




1 

0 

1 

i 

1 

1 

1 

l 

NA 

1 

1 

PERCENT COMPLIANCE 

190% 

00% 

90% 

100% 

109% 

100% 

50% 

40% 

60% 

90% 

90% 

1 Cornments! 















Item B 13: No initial LH visit documented. Level of compliance FiB5 (Intake) t5%; Aspirin 55%; AIL-Gan 1 TD%; Strategy for Alt above goal*, B0% 



Corrective Action Plan(s) (if appropriate): 



INSTRUCTIONS: A mid-level provider or physician will review appropriate number [see page 1| of randomly selected records of patients with asthma during the current quarter. 

Enter "i" for Tes, "or 1 for No, end "NA h for not Applicable- Du not leave any Wank, 

To RAN DOMLV select, Sst out the total number of patients diagnosed with asthma for the designated time period according to A It, and select every other chart for completing audit. IF there are 
not enough medical records to select the requited number of records For auditing, 100% review Is required. 


Item If Measure 

1 Was pe -c completed mthm two business days of Intake or after illness identification? 

1 Peak Bow documented during health assessment [1M%] 

3 Peak flaw documented during all chronic care visits? 11M%| 

9 Diagnosis listed In provider SOAR note (100%;i 

5 Diagnosis listed on problem Ust? (100%) 

a Treatment plan initiated In accordance with chronic care disease -guidelines. (90%) 

7 Patient education documented at each encounter? (109%| 

9 language Access; Use of translator, provider fluency in language, or English-speaking patient is documented? (109%) 




ASTHMA - Additional Records If First IQ Are Below Threshold 



Measure Measure Measure Measure Measure 

113 9 5 

1 | 0 ] NA | 1 J 1 


Measure 6 



Page 3 of 25 







































































































IHSC Ql Audit Tool 


3 




i 

1 

0 

1 

1 

1 

1 

1 

1 




i 

a 

NA 

1 

1 

1 

1 

1 

ft 




i 

a 

NA 

1 

1 

1 

1 

1 

5 




i 

& 

NA 

1 

1 

1 

1 

1 

6 




i 

0 

1 

1 

1 

1 

1 

1 

1 




i 

a 

NA 

1 

1 

1 

1 

1 

8 




i 

a 

NA 

1 

1 

1 

1 

1 

7 




i 

& 

NA 

1 

1 

1 

1 

1 

10 




i 

Q 

1 

1 

1 

1 

1 

1 

PE ftCFMT COMPLIANCE 

irciv. 

10% 


10051 

10054 

100% 

10054 

100% 

Lnrrmrnts,: 










il ini nrr CCi Jr 



templates) and when uiiliied they are not eotnpleiely lined out, thus leaving nut vital information; 1 
within 2 days, 

- record showed no assessment completed 

Corrective Action Plan(sJ (if appropriate): 

- Finding wdl be discussed during the providers' meeting. and measures would be made available toaN provider for reference, providers 
encounters will bo reviewed weekly,, and further training will bo made available to providers if the need arises. 

H/A 


Add additional! 10 records if you ti\\ below H e thresholdInthe table to the rlghL 



HIV |ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 


Qu arte r/Fi seal Year: 

4th Quarter 2017 


INSTRUCTIONS: An RH. MLP, physician orehnkal pharmacist mil review appropriate number (see page l) ol randomly selected records of patients with HIV during the tument quarter. 

Enter "1" far Vei, "O' tor Mo, and "NA" for Not Applicable. Donat leave any blank. 

To ran PQMLY select, Nsl out the total number patients diagnowd with HIV for the designated tone period according to A ft, and select every other chart for completing 

audit. IIthane arc not rnnjgti medical!recordsta selective required number of records far auditing, 1011'/. review is ron Jirrd. 


Item ft Measure 

1 Was PE-C completed within two business days ot Intake or after dlness identification? (100%|i 

2 Documented HIV+ by laboratory ar prior mrdicn i record? (95%) 

3 CD4 and viral load obtained within JO days of disease ida ntifi :vtior or recent CDft/virul load results obtained Frum prior retard (recent it within the 

past 90 days}? (15*1 

ft AnWretrovlral treatment considered and documented f (10054) 

£ Treatment plan initiated in accordance with chronic earn disrate guideline within two business days of illness identification. (9BSf.| 

0 Diagnosis listed in provider SOAP note (MMJJi) 

7 Diagnosis listed on problem list? (10B54) 

4 Was patient's care plan evaluated by a physician with experience M managing HW patients wWiM 34 da vs of HIV identification or admission to IH5C 

facility [if diagnosis already known)? (BSSf.| This question was re-worded far f V 2111b for clarity 

9 Was the patient seen by a medical provider at least every 90 days? (95%[ 

10 Via s a PPD oi IGRA perrotmed within the last year? Note; II the patient has been positive iit the past, an annual OH is acceptable (95S4J 

11 H applicable,, was the oh completed or verified within U hours of heahh assessment as part of treatment plan? (7514) 

13 Patient education docimnented aft rach encounter? |95%[ 

11 Language Access: Use of translator,, provider fluency in language, or English-speaking patient is documented? il£05cl 


HIV 

Additional Records If First 10 Are Be lew Threshold 


Record 

Alien# 

Measure 1 

Measure? 

Ift oa sure 

i 

4 

E 

& 

T 

Ift oa sure 

a 

9 

Mb a sum 

U 

Measure 11 

Measure 

12 

Measure 1J 

11 


1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

12 

jhEj m 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

13 


1 

1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

14 


1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

1 

15 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


IS 

NA 

NA I] 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NAZ] 

NA 

NA 

NA 


17 

m 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


IB 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

HA 

NA 

NA 

NA 

NA 


19 

HA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


39 

NA 

NA □ 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

naZD 

NA 

NA 

NA 


PERCENT COMPLIANCE 

100% 

190% 

100% 

190% 

100% 

190% 

100% 

109% 

100% 

190% 

100% 

100% 

100% 

Comments: 

Additional! ft records witliin compliance 


HIV 

Record 


1 

ent Compiian 


Measure 1 

2 

Measure 

1 

Measure 

ft 

Measure 

£ 

& 

7 

Measure 

S 

Measure 9 

19 

11 

1? 

13 

1 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

4 ~ 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

£ 



1 

1 

1 

i 

1 

1 

1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

i 

1 

1 

1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

i 

1 

1 

1 

1 

0 

1 

1 

1 

1 

8 



0 

1 

1 

i 

0 

1 

1 

1 

NA 

1 

1 

1 

1 

9 



1 

1 

1 

t 

1 

1 

1 

1 

i 

1 

1 

1 

1 

14 



1 

1 

1 

i 

1 

1 

1 

1 

i 

1 

1 

1 

1 

Parc 

£ - 

90% 

100% 

109% 

109% 

70% 

190% 

100% 

100% 

90% 

100% 

109% 

100% 


Comments: 

1 record, (PE-C was not completed within 3 days}; 1 Accord* (Diagnosis not listed in provider note): 1* HPD er IGRA not performed within the last year 
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IHSC Ql Audit Tool 


Corrective Action Planfxl (i J appropriate]: 


Corrective Action Pla n(*| (if appropriate]: 

HIV management protocol to be incoopera ted into providers' meeting 




Add additional it' r i!cordi if you fall below the threshold in the table to the righL 

TUBERCULOSlS (Detainees being treated for active tuberculosis disease) (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

■ 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: An RN, MLP r physician or clinical pharmacist vjill review appropriate number (see page 1] of randomly selected records of patients with tuberculosis |T6) disease 
Airing the current quartet. 


fcnte-r' 1" for Vex, "IT far No, and "NA‘ for Not Applicable. Do not leave any blank. 

To RAN DOMLY select, list out the total number at patient* diagnesed with IB disease lor the designated time period according to A n, and select every other chart tat covnpfeilng audit. If there 
are notenwtfh medical records to selective required number of recordslor audltiflfc 10n% review ts retired, 

Sample sizes See Instructions in Row 2 

hem ff Measure 

1 All patients evaluated for m disease are tostod for fllV (1DH%( 

2 Pyrazinamidr |P2A) and ethambutol (CMQ1 prescribed for no more than SB days unless ordered by the advising physician |100*i| 

l TB patients are seen at least monthly by a medical provider lor follow-up visit* | lDOKj 

a CXH I* obtained 6-S wee** after mwatNxn of hire with comparison to previous cXH(s] (torr-’.f 

5 Initial cottuiro5 arc performed with automatic sensitivity tossing end culture end sensitivity roxidts (il at least one culture- is positive far M. tb'| ere 
reviewed 4100%) 

6 tb-CM visit note is completed at the three of Aagrmsis and updated with culture result*, drug sensitivity test result* 4ft culture positive^ and final 
use classification wAhm 90 day* of diagnosis 4 1W%) 


TUBERCULOSIS (ESSENTIAL) 

Necord 

Alien# 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

A 

Measure 

5 

Measure 

6 

1 




1 

1 

1 

1 

: 

1 

2 



1 

1 

i 

1 

1 

1 

3 



1 

1 

1 

NA 

1 

1 

* 



1 

i 

i 

MA 

1 

NA 

5 



1 

1 

i 

NA 

1 

1 

6 



1 

1 

1 

NA 

1 

1 

I 



1 

l 

1 

NA 

1 

NA 

8 



1 

1 

i 

NA 

1 

1 

9 



1 

1 

i 

NA 

1 

1 

10 



1 

1 

i 

NA 

1 

1 

PF H rf h T COMPI1ANCF 

1W% 

IHWt 

UXJtt 

lOQtt 

100% 

109% 

Comments: 

Sums detainee* left before comparison CXR could be scheduled 

Corrective Action Pla n(*| Ijif appropriate]: 


Add additional ID records if you fall bolaw the threshold in the table to the right. 


TUBERCULOSIS (ESSENTIAL) - Additional Records If First 10 Are Below Threshold 

Record 

Allen# 

Measure 

Measure 

2 

Measure 

3 

Measure 

* 

Measure 

5 

Measure 

3 

11 








12 








13 








14 








15 








It 








17 








10 








1R 








» 








PERCENT 

CDMPUANCE 

GW 

0% 

0% 

0% 

0% 

0% 

Comments: 

Corrective Action Plaofxl Ijif appropriate]: 


SEIZURE DISORDER 


Facility: 

Stewart Detention Center 

Reviewer: 

ltH 

Quarter/Fiscal Year: 

4th Quarter 2017 
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IHSC 0,1 Audit Tool 


INSTRUCTIONS: A mid-level p'L'vidur ar physician will review appropriate number |seo papa i| at randonlv se.ected recures of patient* with seizure disorder during the current quarter. 

Enter "i" for Ves, "or 1 for No, end "NA , "forr Not Appiiwble. Du not leave any Wink. 

To RANDOMLY 1 select, Bit aut the total number of patients diagnosed with seizure draorder far the designated lime period according to A li r and select every other chart Ear completing audit. If 
there are no! enough medical retards iu select the required number of records lor audit up, IOCS review id required, 


Item IT Measure 

1 Was PF-f completed within two business days of lnta*re or after illness HleMitfiMtlonT 

2 2 Documented complete neurological hiitory/asscssmant at physical raaminatior? 1 

3 Patient was referred to MLR or higher, if exam was completed by AN (9SK| 

4 Patient has treatment plan dec U men ted? |'35 ?a;■ 

5 Plagrrosls lifted In provider soap note f 4 JCQK) 

a Diagnosis listed or problem list? (JUIM) 

1 Baseline labs obtained [CfiC, Or CM, lipid profile, UA £ C K-Gl and reviewed within 3D days of illness identification? | lKlSil 

a Patient education documented at each encounter? (100%) 

? language access! Use of translator, provider fluency In language or English speaking patlenf is documented? (10QB| 


SEIZURE DISORDER I 

■tecord 

Alban# 

Measure 1 

Measure 

2 

Measure 

2 

Measure 

4 

Measure 

3 

Measure 

£ 

Measure 

7 

Measure 

Measure 9 

1 



1 

1 

1 

1 

1 

1 

m 

1 

1 

2 


IjuSS! 

1 

1 

1 

1 

1 

1 

i 

l 

1 

3 


Mb 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

4 


H 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

s 



1 

1 

1 

1 

1 

1 

NA | 

1 

1 

£ 


B 

1 

1 

1 

i 

1 

1 

NA 

i 

1 

7 



1 

i 

1 

i 

1 

i 

NA | 

1 

1 

a 


■ 

1 

1 

1 

i 

1 

1 

1 

1 

1 

i 



1 

1 

1 

i 

1 

1 

NA | 

1 

1 

16 



1 


1 

] 

1 

1 

1 

l 

1 

1 PEftCFfTT COMPLIANCE 

iwjb 

100% 

1WK 

ItOK 

WOB 

100% 

IWH 

100% 

1HJ% 

1 Dnrnmnnti: 











P7: Detainee refused labs 










Cdfreetlva Action Plates} (If appropriate): 

It/A I 


Add additional ID records if you fan below the threshold in the table to the rlghc 


Seizure disorder ■ Additional Records if First 10 Arc Below Threshold 

■tecord 

Alien# 

Measure 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

3 

Measured 

Measure 

f 

Measure 

IS 

Measure 

6 

11 

PJ7K 










12 











13 











14 











15 











14 











IT 











IB 











1# 











20 











| PERCENT COMPLIANCE 

OB. 

0% 

OK 

VH 

OB 

0B 

0B 

0B 

0B 

Comments: 

Corrective Action Plants} |lf appropriate): 


SICK CALL (URGENT CARE) (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

— 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or cUnkal pharmacist will review appropriate rummer (sea page If of randomly selected records from patients that have been seen for sick call during the 
current quarter. 


Enter ”1" for VeSj "O’ for No, and "NA" 1 for Not Applicable. Do not leave any blank, 

fa RAN DU.MLY select, Bst aut tho total number of sick call Encounters, far the designated time period according ta Ad, and select every other chart for completing audit. If there are rat enough 
medical records to select the reqinred number of records for auditing, MOB review is required. 

Sample sire: see Instructions m Row 2 

Item It Measure 

1 Vital signs obtained and documented during assessment? 4100%] 

2 Weight was documented during assessment? 490%| 

3 A thorough pain assessment [intensity, duration, quality, bettor/worse, etc.|iwas documented during assessment? | llXTf.l 

4 Treatment in accordance with nursing guidelines? flOCSI 

5 ir pediatric patient, were pediatric pain guideNhes followed? 490B[ 

6 if appropriate, patient was referred to a higher level of care? [if not appropriate,, Enter as N/A| 495B| 

? Pntirnt education documented at each encounter? I'lOU'/ij 

L! La ngupgr Access: List of translator, provider fluency in language, or English-speaking patient is documented? flOCfs! 


SICK CAUL (URGENT CARE) 

Hewed 

Alien# 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

4 

Measure I 
7 

Measure 

i 

1 


1 

1 

1 

i 

NA 

1 

i 

l 

2 


1 

1 

1 

i 

i NA 

NA 

i 

l 

3 


t 

1 

1 

i 

UA 

NA 

l 

i 



1 

1 

1 

i 

UA \ 

NA 

i 

i 


SICK CALL (URGE NT CARE) - Additional Re cords If First 10 Are Bo low Threshold 

Retard 

Allen# 

Measure 

1 

Measure 

7 

Measure 

3 

Measure 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

0 

11 

n/a 









12 










13 










U 
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IHSC 0,1 Audit Tool 


£ 




i 

1 

1 

1 

NA 

NA 

1 

1 

£ 




1 

1 

1 

1 

NA 

NA 

1 

1 

7 




1 

1 

1 

1 

NA 

NA 

1 

1 

S 




1 

1 

1 

1 

NA 

1 

1 

1 

£ 




l 

1 

l 

1 

NA 

1 

1 

1 

IQ 




1 

1 

1 

1 

NA 

NA 

1 

1 

PERCENT COMPLIANCE 

1H% 

10Q% 

100% 

100% 

lflOK 

100% 

100% 

100% 

Comments,: 

Sever ity oF pain on the Rain Template does not match the that on the VS Chan 

corrective Action PlaojsJ (It appropriate): 









h/A 













IS 










16 










17 










U 










IS 










20 










PERCENT 

COMPLIANCE 

ML 

OK 

0% 

OK 

D% 

OK 

ML 

ML 


Corrective Action Plaids) {If appropriate]; 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS I 


Facility: 
Reviewer: 
Quarter/ Fiscal Year: 


Stewart Detention Center 


4th Quarter 2017 


INSTRUCTIONS: A mid-levrf provider ar ohv&iciun will review upprapriate iumbu r |:k puna l| of rundonlv se.ected record ofp-atienlx withmental illicit who take psvLiotropic medicationa 
tFurine the tufrem quarter 


bnte-r ’l" far Vox, "D' far No, and "NA* far Not Applicable. Op rat leave ary blank. 

To RAN DOMLY select, list out the total number of patients diagnosed wiUi mental illness and prescribed psychotrcpks during the designated time period according to A #. and select every other 
tiiart far oompfatlnE audit, If there are rot enough medical records to select the required number -rH records for auditing, 100% review la required, 

Sample xiierSre Inxtnictiofii in Row I 

Item ff Measure 

1 Wax a Hh referral made in a timely manner (within 12 hours of intalta ar idcntiFicatian] ? 11KJ1C| 

2 Diagnosix listed by behavioral health provider in encounter note {100%) 

3 Diagnosis Hated on problem list? {lOTHO 

A if partlert takes psychotropic medication, psychotropic medication consent [special consent form) signed for the drug ordered? [100%] 

5- Clinical axscEEment, treatment, and fallow up plan documented? (iailVS| 

6 for patients on antipsychotic medication, was there an Al MS {Abnormal Involuntary Movemerit Scale] test perfarmed? (100%) {physician, 

MLP, UN can conduct an AIMS test) 

7 Was appropriate lab monitoring ordered depending on the psychotropic drug? (100%) 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS 


Record 

Alien# 

Measure 1 

Measure 1 

Measures 

Measure 

* 

Measure 

5 

Measure g, 

Measure 

7 

1 


1 


1 

1 

1 

1 

1 

NA 

NA 

3 



1 

l 

i 

1 

1 

1 

1 

J 



1 

1 

1 

1 

1 

NA 

NA 

A 



1 

1 

1 

1 

1 

NA 

NA 

S 



1 

1 

1 

1 

1 

1 

1 

6 



l 

l 

1 

1 

1 

NA 

NA 

7 



1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

S 



1 

1 

1 

1 

1 

NA 

NA 

IQ 



l 

l 

i 

i 

1 

NA 

NA 

OF HTE N T CC1MPI1 ANCF 

105% 

100% 

UWM 

100% 

100%. 

100% 

100% 

Comments: 

None 

Corrective Action Plan{x| {if appropriate]: 

H/A 


Add additional ID records if you fall below the threshold in the table to the righL 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATION! 

Below Threshold 

- Additional Records If First 10 Are 

Record 

Alien# 

Measure 1 

Measure 

2 

Measure 

3 

Meagre 

4 

Measure 

3 

Measure 

0 

Measure 

11 









12 









13 









id 









IS 









16 









17 









10 









19 









20 









1 PERCENT 

| COMPLIANCE 

0% 

0% 

0%. 

0% 

0% 

w 

0% 

Comments: 

Corrective Action PEanfs) fiF appropriate): 


DENTAL CARE 


PBEelZofZS- 























































































































IHSC 0,1 Audit Tool 


Facility: 

Stewart Detention Center 

Reviewer: 

capt m 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: A dentist, dental hygienist, RN, mid-level pravicur or physitian will! review appropriate number |see pane-1] of records from patients :e<n by a dentist For treatment within the 
designated time frame. 


Enter ' 1" fpr Yes, "D' far No, and "NA‘ for hot Appl icable. Dp not leave any blank. 

To RAN DO VILV select, list out the total number of health assessments tot the designated time period according to A ft., and select every other chart tor completing 

If three arc not enough medical records to select the required number at records to review, 1(JD% review will be required. 

Sample site: See Instructions ip Row 3 

Item ft hlraiisD 

1 Was dental (oral! screening completed and documented within days of arrival to facility |ae ultsj? h T *oral screening indudes visual pfaservati an of 

the teeth and gums, and notation ol any obvious or cross abnormalities requiring immediate relecral to a dentist? (10Q%! 

2 Was dental (ora i| screening completed and documented within 7 days ol arrival to facility (children)? (100%) 

3 If applicable, was patient evaluated within AH hours ol rafcrral? (KJlj'Vi 

4 Does clinical rote describe finding?, diqgnBsis/assessmrnl, treatment plans? (10G%! 

5 ir applicable, patient scheduled lor Follow-up treatment as recommended? [100%] 

5 Was the oral examination completed try a dentist or scheduled whhki 12 months of arrival to facility for adults? \ 10QK] 

■ oral examination by a dentist includes talcing nr reviewing the patient?s oral history, an oral health and neck examination, charting of tooth, and 
examination of the hard and soft tissue of the oral cavity. 

7 Was the oral examination completed by a demist or scheduled within 60 business days of arrival to faculty lor children? | lBOKj 


DENTAL CARE 

Record 

Alien H 

Measure 1 

2 

Measure 

3 

A 

5 

Measure 

b 

Measure 

7 

1 


1 


1 

NA 

1 

1 

1 

1 

m 

I 



1 

NA 

1 

1 

1 

1 

NA 

3 



1 

NA 

1 

1 

1 

1 

NA 

A 



l 

NA 

1 

1 

1 

1 

NA 

S 



1 

NA 

1 

1 

1 

1 

NA 

6 



1 

NA 

1 

1 

1 

1 

NA 

7 



1 

NA 

1 

1 

1 

1 

NA 

» 



l 

NA 

1 

1 

1 

1 

NA 

S 



1 

NA 

1 

1 

1 

1 

NA 

lb 



1 

NA 

1 

1 

1 

1 

NA 

PE RCEFfT COMPLIANCE 

100% 

10D% 

100% 

100% 

100% 

100% 

100% 

Comments; 

H/A 

Corrective Action Plarfil (if appropriate]: 

N/A 


Add additional ID records if you Fall below the threshold in the table to the right. 


DENTAL CARE - Additional Records If Firct 10 Are Below Threshold 

Record 

Alien H 


Measure 

1 

Measure 

3 

Measure 

4 

Measure 

3 

6 

7 

11 

n/a 








12 









12 









14 









IS 









lb 









17 









14 









19 









2D 









PERCENT 

| COMPLIANCE 

0% 

0% 

0% 

0% 

0% 

0% 

0% 

Commends; 

Corrective Action Ptanfs) |iF appropriate): 


CONTINUITY OF CARE REVIEW ( 


Facility: 

Stewart Detention Center 

Reviewer: 

ltM 

Quarter/Fiscal Year: 

4th Quarter 2017 


INSTRUCTIONS: Health stall [any IHSC stalls will review appropriate number [sea page l[ m randomly selected records or patients who went to the Emergency Department during the cunrent 
quarter. 

Enter *1" for Ves, "D" for No, and "NA" for Not Applicable. Do not leave any blank. 

To ran PQMLY select, hst out the total number of applicable medical records for the designated Hme period according to A and select every txtber chart lor compieHog audit. if tfiere are not 
enough medical records to select the required number ol records for auditing, 1(JD% review is required. 

Sample sice: See Instructions id Row 2 

Item ft Measure 

1 Was a discharge- summary/instruclions requested or present? |1D0%I — |wus a discharge summary/instructions received when the patient returned 

Norn the hospital?) 

2 Was there a note from the IHSC provider detailing the reason the detainee was sent to the EC? |IO0%) 

£ Was a note entered in Ihe medical record upon the detaineo's return to the facility listing the EC/hospital's recommended plan of earn? (KJDVi) 

4 Jid the provider Fellow the CO,''hospital s recommended plan of care? [100%) 

5 Upon return From ED, was the p-atieWpfirent educated about diagnosis, medications [IF applicable) and treatment plan? [100%) 

6 is there documentation acknowledging patlent/pacent understands treatment plan? |I0P%) 

J Language Access: Use of tram later, provider fluency in la ngupge, or English-speaking patient is documented? ITCIU',- : ,| 
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IHSC 0,1 Audit Tool 


CONTINUITY OF CARE 

Accord 

Alien H 

Measure 1 

Measure 

Z 

Mraturo 

a 

Idea sure 

A 

Measure 

s 

& 

T 

1 




1 

t 

i 

1 

1 

1 

1 

1 



1 

i 

i 

1 

1 

l 

1 

3 



1 

1 

i 

* 

J 

i 

1 

4 



1 

1 

l 

1 

; 

1 

1 

£ 



1 

1 

i 


l 

1 

1 

6 



i 

1 

i 

1 

i 

l 

1 

7 



1 

1 

i 

1 

t 

i 

1 

t 



1 

1 

i 

1 

i 

1 

1 

£ 



l 

1 

i 

1 

1 

1 

1 

10 



1 

1 

i 

1 

i 

i 

1 

1 PE KENT COMPLIANCE 

1M% 

1 LIU Vi 

DOOM 

tores 

lores. 

1M% 

100% 

ComeirtK 

It/A 

Corrective Achon Plan(Ej(H appropriate): 

M/A 


Add additional ID retards if you fnl brlaw the threshold in. the-tnhlc- to thi- righl. 


CONTINUITY OF CARE - Additional Records If First 10 Are Below Threshold 

Accord 

Alien H 

Measure 

2 

3 

Measure 

4 

5 

Measure 

a 

7 

11 









12 









13 









M 









15. 









lb 









17 









IS 









14 









20 









PtRCfcNT 

I COMPLIANCE 

reel 

0% 

0% 

0% 

| 

0% 

0% 

ret 

Comments; 

Cerrecdw Action Ftan[s) {tf a p propria re |: 


REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 


^tih Quarter 2017 


INSTRUCTIONS: Wdalnthe InlorniathYi from IheHSA's Reasonable Accommodation Setf-Assessment Tool, 
Enter "1" far Yes, "O' for 14a, and "NA’ for Not Applicable. Do not leave any blank. 


REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 

POLICY, PROCEDURES, and TRAINING 

VES LI) or HOLD) 

1. Procedures are In place to ensure detainees with disabilities are informed of and 
haw an equal opportunity to request and obtain health services. 

1 

2,1HSC staff has received initial training on interacting with individuals with 
disabilities and individuals requiring reasonable accommodations, and annually 
tfwafttr 

1 

3, W/ntten evacuation procedures and emergency communications are in place <in 
the dinic for individuals with disabilities. 

1 

4. Procedures have been established to ensure that accessible features (within 
the IHSC-staffed facilities) are maintained. (Enter N/A if non-applicable) 

1 

PHYSICAL ACCESSIBILITY 


5. The facility provides reasonable accommodation access for individuals within the 

Health Unit. 

i 

COMMUNICATION 


t. The IHSC cfinic has access to sign lan&usEe interpreters and telecommunication 
(TDD/TTY) lor individuals with tearin.jj.disabilities. 

1 

PERCENT COMPLIANCE: 

100% 

Comments: 

N/A 

Corrective Action Plants) |ir appropriate): 

N/A 


TREATMENT OF DISABILITIES 


Facility: 


Stewart Detention Center 


Reviewer: 


Quarter/Fiscal Year: 


dth Quarter 2017 


Pane l^of Z5- 























































































IHSC 0,1 Audit Tool 


PURPOSE: To assess care of detainees who need accommodation for [heir disabilities. An individual is considered to have a "disability* iF s/he has a physical or mental impairment that 
substantially limits one or mere major life activities* has a record of such an impairment, or is regarded as haying such an Impairment. 

[see http://www.ada,fov/ci%Z6aeni0Z,htm ..accessed January 10, iDlZJ. 

An PIN, MLP or physician can review. 

SOURCE Faculty togs or tour of faculty and interviews with detainees who need accommodation. 

Sample: 10 detainees within the poaul<!tior who have a disability that requires special medical treatment. Determine through medical! record examination if 
appropriate treatment and accommodation was given, 

Instructions: Enter "1' far yes, for No, and 'NA" for Nnt Applicable. Do not tosve ary blank 

Item It Measure 

1 Is the dUaWity prominently noted In the file., along whh any needed accommodations? 

2 Was the detainee- assessed to determine if Ihe disability I imils one- or more mn|or lif r activity [a: defi ned by ADA: basic activities that the average 
person in the general population can perform with little or no difficulty, such as [but not limited to] caring fur oneself, performing manual tasks, walking, 

seeing, hearing, speaking, breathing, learning, concentrating, thinking, interacting with others and Mucking. A major fife activity can alto include the 
operation of a major bodily function)? 

a Wore- appropriate special orders entered [o.g., lower bunk, assistive devico, iron I, cTc.[? [1M%] 

4 Was ADL assistance provided? [lQflKl 



PURPOSE: To assess timeliness of off-site diagnostic services and specialty care. 
SOURCE: Statistics 


SAMPLE: to specialty patients chosen by acuity or risk of harm If access is delayed, particularly m specialties where timely access has been a problem lor detainees to this facility. 
INSTRUCTIONS: Enter "l" for Yes.' 0" for No. and "NA* for Not Applicable. Eto not leave any Work, 
hem ff Measure 

1 Documented timo urgency on order? [90WJ 

2 Accomplished within 44 days of order or within ordered timeframe, u. g., “return to 90 days"? [100%] 

3 Documented re-evaluation of patient lor deterioration each 30 days In excess of time urgency on order? (3C%J 

A Cltohtan acknowledgement and report In medical record within ? days? [9054) 

5 Detained informed of results or reason for delay if not scheduled? (90%) 


DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS 



DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS - Additional Records If First 10 Are Below 


Measure Measure Measure Measure treasure 
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2 




Dialysis 

1 

1 

1 

1 

MA 

2 




Surgery 

1 

1 

i 

l 

NA 

4 




Podiatry 

1 

1 

i 

i 

NA 

5 




Surgery 

i 

1 

i 

1 

NA 

6 




Optometry 

1 

1 

1 

1 

NA 

7 




Surgery 

i 

1 

t 

l 

NA 

a 




gastroenterology 

i 

1 

l 

i 

NA 

s 




Surgery 

i 

1 

l 

1 

NA 

10 




Ortfiapadics 

1 

1 

i 

1 

NA 

PERCENT COMPLIANCE 

ICJPJt 


wok 

1P0K 

100% 

Comments: 

M/A 

Cor restive Attton Plants] lit appropriate]: 






M/A 










Add additional ID records if you fan below tt*e threshold in We table to t#e right. 


LABORATORY AND DIAGNOSTICS 


Facility: 

Stewart Detention Center 

Reviewer: 

LT ^H 

Quarter/Fiscal Year: 

41th Quarter 2017 


H U H-HUS-t: To axwsx timeliniHS, continuity, and :oordinn:i on of :an?. 

Source; laboratory tog, 

KM, MLP or physician can review. 

Sample- 10 most recent orders For acute labs, not including routine testing, lor detainees with chrorik illness. 
Instructions: Enter "1' far Ynx, "O' for Na, and ' NA' for Mot Applicable, do not lonvn any b ank 
Item It Measure 

1 Up to state certification lor GLIA-watved testing accessible? (xai>s>;4 

2 Documentation of applicable staff braining for performing LI A wnivrd tests? 11 L«J■ f.| 

3 Gland drawn ot test done wiihi n 1 business day of ordered date? (lOD^Sj 

-4 Results received wiihi n 24 hours or os appropriate? L1MKJ 

5 Clinician acknowledgment? (ISWKi 

b Appropriate clinical response? (1DUVS| 

7 Detainee informed of resultsj if not, reason documented in medical record? 4100%] 


LABORATORY AND DIAGNOSTICS 

Hewurd 

Alien# 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

4 

Measure 

7 

1 

■MMM 

1 

1 

NA 

1 

1 

1 

1 

3 


1 

1 

NA 

1 

1 

1 

1 

1 


1 

1 

NA 

l 

l 

1 

1 

4 ' 


1 

1 

NA 

1 

1 

1 

1 

S 


1 

1 

1 

1 

1 

1 

1 

G 









7 









i 









5 









10 









| PERCENT COMPLIANCE 

im-s 

lOOSe 

LOOK 

ICICtt 

1MK 

100% 

lOffit 

Comments: 

M/A 

Corrective Action Plants] Ijif appropriate]: 

M/A 


Add additional ID records if you Fail below the thresholds We table to We right. 


CREDENTIALING 


Facility: 


Stewart Detention Center 


IHSC 0,1 Audit Tool 


u 








13 








14 








IS 








16 








1? 








10 








16 








10 








PERCENT COMPLIANCE 

OK 

OK 

OK 

OK 

OK 

Comments: 

Corrective Action Wants] LiF appropriate]: 


LABORATORY AND DIAGNOSTICS ■ Additional Records if First 10 Are Below Threshold 

Hewed 

Alien# 

Measure 

1 

Measure 

£ 

Measure 

3 

Measure 

A 

Measure 

& 

Measure 

0 

Measure 

7 

11 









12 









13 









14 









u 









16 









17 









1£ 









16 









26 









1 PC it CENT 

| COMPLIANCE 

OK 

0% 

OK 

0% 

OK 

OK 

OK 

Comments: 

Corrective Action PI jn|s) |iF appropriate]: 
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IHSC 0,1 Audit Tool 


Reviewer: 
Quarter/Fiscal Year: 


CAPT^ 

4 tih Quarter 301 ? 


Purpose: To assess credentials til oil he-dlih care professionals, ensuring they dr-e lenaHy qualified to provide services consistent wan licensure, certification, and registration requirements of (he 
practicing Jurltd Ictiwt. 

Source: Up to Id Field: for cacti of all licensed health care professionals. 

HSA orAHSA win review 

Instructions: Enter as "1' for yes.. 1 D" tor no, and 1 r, h 1' for not applicable. D j net leave any area blank. 

Sample^ lOUiosen at random 
Itom P Measure 

1 Documentation of primary source validation [e.g , r internet] or t ur rent license, teriilitation or registrations tor all applicable 
licensed professional (IWP^ 

2 Validation of DfcA for physicians, psychiatrists, and dentists? (1 M%|i 

1 Current CPR ccrtificate | 100S] 

A Ool umonidtion or inquiry regarding sanctions or distipfinam 1 actions of state boards, empfoyars, and the National Practitioner Data Bank | N PDB) L1DBKJ 


CREDENTIALING 


Accord 

employer- 

Measure 

Measure 

2 

Measure 

3 

Measure 

A 

1 

HP 

1 

NA l| 

1 

1 

2 

HP 

1 

NA 

i 

1 

1 

HP 

1 

NA 

i 

1 

A 

Pa 

l 

IMA 

1 

1 

'5 

DO 

1 

i 

i 

1 

E 

RN 

1 

NA 

i 

1 

1 

MD 

1 

1 

t 

1 

a 

HP 

l 

IMA 

1 

1 

3 

m 

1 

NA 

i 

1 

10 

im 

1 

NA 

i 

1 

PE RCEtaT COMPLIANCE 

1M% 

100% 

DOOM 

DOOM 

Comments; 

It/A 

Lnrrrctivn Action Plants] {if appropriate): 

H/A 


MORTALITY REVIEW 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 


4th Quarter 2017 
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IHSC 0,1 Audit Tool 


INSTRUCTIONS: To determine-the appropriateness-of clinical tare.; Co ascertain whether changes In policies, procedures, or practices are warranted; jnc la iderliFy issues that require further 

Study. 

SOURCE: Minutes,, rain, medical! rrcords. emergency response, and other pertinent documents. 

MUP or physician Will review. 

INS-TRUCTIDNS: Enter as “ 1" for yes, "O' for no, and "NA" for not applicable. Do not leave any area blank. 

SAMPLE: AIK in-custody deaths, srKhidirig (hose In hospital, within the past quarter. If applicable, most of the information tan be requested through the HAS or designee. 

ITEM A ME hSU H.L 

1 iVlultidisLiplinary mortality review Idirical, adninistrat-rul within Ml calendar days or death (this review is completed by MO, Request information 

from HSA]7 

l FpUwup review when autopsy and teleology reports are available? [1W%] 

3 Assessment as to whether the medical response was appropriate on the- day of e rntti or transfer to the hospital? 1 

4 Assessment as to whether earlier intervention was possible and whether that would have changed the outcome? (lObS! 

5 Analysis of ways to improve patient care., Independent of the cause of death or RCA completed? (100%! 

0 for suicides only, was there a psychological autopsy ordered/completed? [1W%] 

? Was the involved staff informed of the clinical mortality review and administrative- findings? (MHfti} 

ft Was treating staff informed of the clinical mortality review and administrative findings? 11M%| 

DEFINITION: 

Clinical mortality review is an assessment of clinical care provided and the circumstances loading up tethe dearth. Its purpose is to identify areas of patient care or systnm policies and 
procedures that can be improved. (This information is collected by the USA, IP St Compliance Investigations and Risk Management! 

Administrative morality review Is an assessment of correctional and emergency response actions surrounding the detainee's death. Us purpose is to Identify areas where facility operations^ 

polities and procedures can he improved. (This information is coll acted by Iho H1A, IHSC Compliance Investigations and Risk Management! 


MORTALITY REVIEW 

Record 

Alien H 

Measure 1 

Z 

Measure 

3 

4 

S 

Measure 

b 

Measure 

7 

B 

1 

NA 

NA 

NA 

NA 

NA 

NA | 

NA 

NA j 

NA 

1 










9 










4 










S 










E 










7 










* 










S 










lb 










( PERCENT COMPLIANCE 









Comments: NA 

Corrective Action Plants] (if appropriate}: NA 


MEDICAL RECORDKEEPING PRACTICES 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

dth Quarter 3017 


INSTRUCTIONS: 

* This worksheet should be Tilled OUt fdHPwi nft the perlormence-beseil reviews. 

■ Ruta "I* In the appropriate column [Yes, Partial, No, or N/A] for each measure. 

o l-or example, if all 10 records comply with ‘identifying information', then a 1 should he placed in Iho TILS column. 
d If only some of the records comply, a 1 should be placed in the PARTIAL column, 
a If none comply, a 1 should he placed in ihe NO column, 
o Only put a 1 m CNF of the 4 columns (Yes/Partlal/No/NAJ lor each ertteua. 


■ for all! answers that are ‘'partial compliance v or ''non-compliance," Ihe reviewer Should write a comment. 

o For example, if most of the progress notes are legible, but one or two practitioners' notes are barely legible, the appropriate comment would be "Dr. HX.s notes are 
INK tegiUHe," 

■ Reviewer can he any health tare provider, 

SAMPLE: 10 Records reviewed on detainees with chronic ifisease. 


MEDICAL RECORDKEEPING PRACTICES 
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IHSC 0,1 Audit Tool 



VES 

PARTIAL 

NO 

N/A 

COMMENTS- 

1 


1 





i 

Current problem lilt (lfMJJi J 

1 





3 


1 





* 

PruBress notes |lM*i| 

1 





5 

Clinician orders for medication, signed 11LCJ'.-;,| 

1 





t 

MARsIlWKl 

1 





I 

Lab and diagnostic reports ijlOhK) 

1 





0 

Flow sheet* {100%) 

1 





3 

Consent, refusal, and release of information forms riM%] 

1 





10 

Desalts of specialty consultations and referrals 

1 





11 

Diseharee summaries from ED end hospitalisations jlOUK) 

1 





12 

Special needs treatment plan, where applicable (tan%| 

1 





13 

Immunizations rrcords. where applicable 11110i-tj 

1 





14 

Date and time or Each ercounler (100%) 

1 





11 

Integrated medical, dental, end menial health record (IfflIK) 

1 





16 

Timely flUnE, wlfhln H hours (lOO^f 

1 





1? 

Consolidated medical record flD0%] 

1 





ID 

Content organized for easy retrieval [llXl%| 

1 





19 

LHIlt password protected, try individual 111X1 

1 





2D 

integrated health hiformatlen wttfi FHR, where applicable LIWIKJ 

1 





HE RLLN r C0MPLl4.NCt 

100% 

tut 

0% 

096 


Comutu 

h?A 






Corrective Action Pla <i(sj 1M appropriate]: 

U/A 


Evaluate du additional 10 records If vou fall below the threshold in parentheses, Follow the instructions above the table to inthide The result* Tor lire additional ID records In the appropriate 
wtumos of One table- 
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Process Study 


IHSC DENTAL PROCESS STUDY 








Process studies examine the efficiency of various health care procedures . 

Facility Conducting Study: _Stewart Detention Center_ 

Date submitted to IHSC HQ PI Coordinator: 6/7/2016 fCAPT 



Step 1: Decide what to study. 


Step 1: Comprehensive oral exams completed/offered within 1 year of custody per IHSC 
policy and per AC A and NCCHC guidelines. 


Step 2: Decide how to measure efficiency or effectiveness. 


Step 2: Review eCW records to confirm comprehensive oral exams were completed/offered 
within 1 year of custody. 


Step 3: Decide on the data source. 


Step 3: Records for dental patients will be reviewed in eCW. ICE roster will be utilized to 
find patients with 1 year or greater in ICE custody. Will review date of intake. Will review 
date comprehensive oral exam was completed or offered. 


Step 4: Decide on the timeframe to review 


Step 4: A retrospective study will be completed reviewing records from patients with 1 year 
or greater in custody. 


Step 5: Decide on sample size. 


Step 5: Patients with 1 year or greater in custody. 

Step 6: Decide on the sampling method 


Step 6: Entire cohort 


Step 7: Decide on the thresholds for compliance. 

Step 7: 95% compliance 


Step 8: Decide who is going to conduct the study. 

Step 8: Dentist with support of Dental Assistant for gathering data. 


Step 9: Conduct the study, analyze the results, and determine the appropriate 
corrective action. 


1 

























Process Study 




Step 9: 

Study reveals 100% of patients in custody for 1 year June 2016 received or were offered a 
comprehensive oral exam prior to 1 year. 

Records were reviewed for 34 patients in custody for 1 year. All 34 patients were offered a 
comprehensive oral exam prior to 1 year in custody. Comprehensive oral exams were 
completed for 33 patients; refusals were received from 1 patients. 

All patients still received the dental exam prior to one year in custody, since the dental staff 
uses two methods to ensure scheduling in the appropriate timeframe. Dental staff uses eCW 
appointment logs and a separate ICE roster to identify patients nearing one year in custody. 
This secondary verification process is effective in ensuring all patients are seen for their 
required annual dental exam. No change to the current process is indicated, Dental will 
continue scheduling the annual dental exams based on the eCW appointment logs and the 
ICE facility roster. 




Step 10: Implement the corrective action plan. 


Step 10: Corrective action plan not indicated. 


Step 11: Repeat the study after some time has elapsed to determine whether the 
corrective action plan resulted in improvements. 

Repeat as necessary if future concerns are identified. 


Step 12: If no improvement, do a more focused review of the steps in the process. 


NA 




2 



Process STUDY 
Stewart Detention Center 


Process Study 

Facility Conducting Study: Stewart Detention Center 

Date submitted to DIHS HQ PI Coordinator: 


Step 1: Decide what to study. 

In preparation for the 2016 PBNDS audit at Stewart Detention Center (SDC) it was 
noted that several charts in eCW did not contain either a Psychotropic Consent form or 
a consent form to receive tele-health. The purpose of this study is to verify compliance 
with IHSC policy as it pertains to psychotropic and tele-health consent forms. 


Step 2: Decide how to measure efficiency or effectiveness. 

Generate a Drug Utilization Review (DUR) from CIPS to identify all detainees 
prescribed psychotropic medications and received tele-health for the time period 
in question. Review all records in eCW of the detainees identified from the 
DUR. 


Step 3: Decide on the data source. 

- DUR generated in CIPS. Chart review of records in eCW. 


Step 4: Decide on the timeframe to review' 

- Retrospective study from May 2015 to April 2016 


Step 5: Decide on sample size. 

All records identified by DUR from May 2015 to April 2016. 


Step 6: Decide on the sampling method. 

No sampling method, report will collect data from all records identified from DUR. 








Step 7: Decide on the thresholds for compliance. 

100% compliance as indicated by 1HSC standards. 


Step 8: Decide who is going to conduct the stud y. 

Study conducted by CDR^^^^^^^^^lQI Coordinator SDC and LCDR 
BAsst. QI Coordinator. 


Step 9: Conduct the study, analyze the results, and determine the appropriate 
corrective action. 

A DUR was generated that included all detainees that were prescribed psychotropic 
medications from May 2015 - April 2016. In total 275 detainees were identified for 
the time period. Of the 275 detainees 5 did not have a Tele-health consent form and 17 
did not have a Psychotropic consent form. 

Corrective Action: 

- Informed HSA CAPT and aHSA LCDR ^^^|of results of the 

study. _ 

Informed I lead of Behavioral Health. CDR the results of the 

study. 

All detainees identified at SDC who did not have the appropriate Consent Form 
were brought to IHSC medical to sign the proper consent form. 

Random 30 day check of all new behavioral health patients to ensure 
compliance. 


Step 10: Implement the corrective action plan. 

Corrective action plan implemented May 2016 


















Step 11: Repeat the study after some time has elapsed to determine whether the 
corrective action plan resulted in improvements. 

Specific Step 11 Example: Follow-up conducted May 31th, 2016. 

30 day review - 6/10/16 - Five additional charts reviewed, all compliant. No further 
corrective action warranted. 


Step 12: If no improvement, do a more focused review of the steps in the process. 

Specific Step 12 Example : . 


No further actions required, will continue to monitor through completion of quarterly 
PI assessment tool. 




ICE HEALTH SERVICE CORPS (IHSC) - CONTINUOUS QUALITY IMPROVEMENT 

AUDIT TOOL-FY 2016 


You will report EVERY quarter on ALL MEASURES that follow. There are 28 measures in total. 

• Medication Errors 

• Medication Administration Errors 

• Prescribing/Ordering Errors 

• Pharmacy Order Errors 

• Self-administered medications, continuity of medication and medication refusals 

• Grievances 

• Suicide Watch 

• Hunger Strikes 

For each of these components, you will review 10 charts (unless findings fall below the 
threshold established [thresholds are listed after each item] - then you must review 10 
additional records), NOTE: If there are less than 10 charts, then review 100% of those charts 
that are applicable. 

• Pregnancy Audit 

• Medical Housing Unit 

• Screening and Health Assessment 

• Hypertension 

• Diabetes 

• Asthma 

• HIV 

• Tuberculosis 

• Seizure Disorder 

• Sick Call/Urgent Care 

• Mental Illness with Psychotropic Medication 

• Dental Care 

• Continuity of Care 

• Reasonable Accommodations 

• Treatment of Disability 

• Medication Administration Records 

• Continuity of Medication 

• Medication Refusal 

• Diagnostic Services and Specialty Care Access 

• Laboratory and Diagnostics 

• Credentialing 

• Mortality Review 

• Medical Recordkeeping Practices 

THRESHOLDS FOR COMPLIANCE: Each indicator has a percentage of compliance required 
{written next to it). If you fall below this threshold for compliance, you must submit a 
corrective action plan for it. The corrective action plan should be written in the section 
following the data. 




MEDICATIONS {ESSENTIAL) 

Instructions: Place the number if medication errors (from incident reports) in the column marked "numbers". If 
none, put "0". If not applicable, put "N/A". Do not leave any blank. 


Medication Administration Errors 



Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong medications given 

1 

1 

2, Number of wrong patients receiving medication 

0 

0 

3, Number of medications given at wrong time 

0 

0 

4. Number of medications missed 

4 

4 

5, Number of medications administered via wrong route 

0 

0 

6. Number of wrong doses given 

1 

1 

7, Number of transcription errors 

0 

0 

8. Number of expired prescriptions given 

0 

0 

9. Other- meds on both pill line and to KOP 

8 

8 

TOTAL NUMBER FROM 1-9: 

0 

0 


Prescribing/Ordering Errors 



Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong patients receiving medication 

0 

0 

2. Number of wrong drug - indication 

0 

0 

3. Number of wrong drug - allergy 

0 

0 

4. Number of wrong drug - drug interaction 

0 

0 

5. Number of wrong doses 

0 

0 

6. Number of wrong dosing schedules 

0 

0 

7. Number of orders written incorrectly 

0 

0 

8. Number of medication orders not forwarded to pharmacy 

1 

1 

9. Other 

0 

0 

TOTAL NUMBER FROM 1-9: 

0 

0 



Percentage/Whole # 

Yes/No/NA 

1. Estimate % of patients on self-administered medication 
(check with pharmacy) (enter percentage) 

35% 

N/A 

2. If detainee requires continuation of medication, was 
medication ordered within 24 hours from completion of intake 
screening? (Review 10 random medical records) 

100% 

N/A 

3. Average lapse time from order to first dose of medication, if 
greater than 24 hours? 

N/A 

Only extends 
beyond 24 hours if 
detainee seen after 

clinic hours on 

Friday evenings or 
on the weekend. 

4. Number of refusals/no shows (on 3 consecutive days or 3 
consecutive doses and/or 50% of doses 
missed within 7 days) 

N/A 

N/A 

5. Other 

N/A 

N/A 

TOTAL NUMBER FROM 1-5: 

2 

N/A 















Pharmacy Errors 



Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong patients 

0 

0 

2. Number of wrong medications 

0 

0 

3. Number of wrong doses 

0 

0 

4. Number of incorrect labels 

1 

1 

5. Number of wrong routes 

0 

0 

6. Number of MAR errors (misprinted, medication missing) 

0 

0 

TOTAL NUMBER FROM QUESTIONS 1-6: 

1 

1 


GRIEVANCES (IMPORTANT) 


Instructions: Obtain the numbers from grievance logs. Number 


L Number of grievances received 

12 

2. Number of grievances addressed* within 5 business days 

* Designated medical staff shall act on the grievances within 5 working days of receipt and 
provide the detainee with a written response of the decision and the rationale. 

11 

S> Number of grievances related to access to care 

6 

4. Number of grievances related to quality of care 

6 


Comments: One grievance busted suspense due to detainee being hospitalized. 

Corrective Action Plan(s) (if appropriate): None needed. 

SUICIDE WATCH (ESSENTIAL) 

Instructions: Obtain the numbers from intake screenings, suicide watch logs and medical records. 

Number 




1. Total number of detainees on suicide watch during specified timeframe (for suicidal ideation, 
actions) 

1 

2. Number of detainees (from number above) on suicide watch during specified time frame 
who made an actual suicide attempt 

0 

3. Number of incident reports submitted (required for detainees with suicidal attempt) 

1 

4. Number of detainees on suicide watch who were evaluated by behavioral health 
professionals within 24 hours, unless emergent (in which case the evaluation should be 
immediate) 

1 

5. Number of detainees on suicide watch (from number above) who were seen previously by 

IHSC for mental health issues. 

1 

6. Number of detainees on suicide watch with daily evaluations done by qualified medical staff 

1 

7. Number of detainees on suicide watch with appropriate documentation (i.e. 15 minute and 

8 hour documentation) 

1 

8. Number of detainees on suicide watch that received follow up post/after discharge from 
suicide watch at interval consistent with the level of acuity (PBND5) 

1 


Comments: None, 

Corrective Action Plan(s) (if appropriate): No further actions warranted. 

















HUNGER STRIKES (ESSENTIAL) 


Instructions: Obtain the numbers from hunger strike logs and medical records. 


Number 


1. Number of detainees on hunger strikes 

57 

2. Number of detainees requiring medical intervention (intravenous therapy) ON SITE (not 
those off-site) 

0 

3. Number of detainees requiring medical intervention (intravenous therapy) ON 

SITE(not those off-site) for whom an incident report was submitted 

0 

4, Number of detainees on hunger strike with complete documentation (daily vital 
signs, daily weights, intake and output) 

57 

5, Number of detainees on hunger strikes with provider evaluation documented 

57 

6. Number of detainees on hunger strike requiring court-ordered force-feeding on site 

0 

7. Number of detainees on hunger strike requiring court-ordered force-feeding in hospital 

0 


Comments: None, 

Corrective Action Plan(s) (if appropriate): No further actions warranted. 


PREGNANCY AUDIT (ESSENTIAL) 

Facility: SDC Quarter/Fiscal Year: lst/2017 


Reviewer: N/A 

Instructions: A health care provider will review 100% of the charts of the pregnant patients during the current 
quarter. Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. 


Sample size: 100% 


Item# Measure 

1 Was an OB-GYN consult ordered and the scheduled appointment time documented within 7 days 
of Identification of condition? (Not necessarily seen within 7 days) (100%) 

2 Prenatal vitamins prescribed? (100%) 

3 Proper diet ordered? (100%) 

4 Patient education documented at each encounter? (100%) 

5 Records reviewed by provider after OB appointment? (100%) 

6 Appropriate labs (consideration for HIV, STI, and viral hepatitis) ordered if not obtained from 
OB-GYN? (100%) 


Record 

Alien # 

1 

2 

3 

4 

5 

6 

1 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

2 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

3 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

4 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

5 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

6 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

7 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

8 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

9 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

10 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 

PERCENTAGE 

N/A 

N/A 

N/A 

N/A 

N/A 

N/A 
















Comments: Male only facility 

Corrective Action Plan(s) (If appropriate): N/A 


MEDICAL HOUSING UNIT REVIEW (ESSENTIAL) 


Facility: SDC 
Reviewer: LTl 


RN 


Quarter/Fiscal Year: lst/2017 


Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of patients 
who were admitted to the MHU during the current quarter. Mark as "Y" for yes, "N" for no, and "N/A" for not 
applicable. 


To RANDOMLY select, list out the total number of MHU patients for the designated time period according to A #, 
and select every other chart for completing audit. If there are not enough medical records to select the required 
number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 


Item # Measure 

1 Admitting history/current diagnosis or issues documented on the MHU progress note (to be 
completed by a physician/MLP or appropriate clinician according to scope of practice)? 

( 100 %) 

2 Appropriate exam documented relevant to the reason for the MHU stay? - e.g. dental, medical, 
or behavioral health exam? (100%) 

3 Provider rounds documented as noted in the treatment plan, if applicable (90%) 

4 Treatment plan includes specific instructions for nursing and appropriate precautions or 
interventions for infectious disease? (90%) 

5 Nursing care plan present? (90%) 

6 IMursing care follow-up documented? (100%) 

7 Nursing progress notes present for each shift? (100%) 

8 24 hour chart review indicated with signature, date and time of review? 

(90%) 

9 Discharge from MHU documented, if applicable (100%) 

10 Language Access: Use of translator, provider fluency in language, or English-speaking detainee is 
documented? (100%) 


Record 


Alien # 


12 3 

4 

5 

6 

7 8 9 

10 

1 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

2 



Y 

Y 

Y 

Y 

N 

Y 

Y 

Y 

Y 

Y 

3 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

4 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

5 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

6 



Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

Y 

7 



Y 

V 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

8 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

N 

Y 

Y 

9 



Y 

Y 

Y 

Y 

N 

Y 

Y 

N 

Y 

Y 

10 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

PERCENTAGE 


100% 

100% 

100% 

100% 

80% 

100% 

90% 

40% 

100% 

100% 

Record 

Alien # 

1 

2 

3 

4 

5 

6 

7 8 9 

10 

1 




Y 

Y 

Y 

Y 

N 

Y 

Y 

Y 

Y 

Y 

2 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

3 



Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 
































































Comments: Deficiencies in the MHU were noted to nursing care plans (#5), nursing progress notes at each shift 
(#7) documentation of use of interpreter at each visit and (#8) 24 hour chart review indicated with signature, date 
and time of review. Upon review of second sample of charts, area #7 increased in compliance but areas #5 and #8 
remained deficient. 

Corrective Action Plan(s) (if appropriate): Notified USA, AHSA, and Nurse Manager of results of the audit. Results 
of audit to be reviewed at next scheduled staff meeting and nursing morning report. Will re-educate staff verbally 
and with training slide that will include requirements for MHU review in nursing manual as a reference. 


SCREENING AND HEALTH ASSESSMENT (ESSENTIAL) 

Facility: SDC Quarter/Fiscal Year: lst/2017 

Reviewer: LT Okoli, RIM 

Instructions: An RN, MLR, physician or clinical pharmacist will review the appropriate number (see page 1) of 
randomly selected records for patients that have been at the facility for more than two weeks during the current 
quarter. Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. Do not leave any area blank. 

To RANDOMLY select, list out the total number of health assessments for the designated time period according to 
A #, and select every other chart for completing audit. 

Sample size: See Page 1 of this document 

Item # Measure 

* Initial screening completed within 12 hours of admission to facility? (100%) 

* All required areas of the intake template in eCW are completed? (100%) 

* TB screening completed during medical intake if applicable (PRO or CXR)? (100%) 

* PPD read within 48-72 hours? {N/A if CXR performed) (100%) 

* TB clearance properly documented? (100%) 

* Was there timely (NLT 2 working days after identification) follow-up for significant findings 
of acute and chronic conditions? (100%) (A significant finding is a condition that, without 
timely intervention, could lead to deterioration in function, pain, death, or risk to the public 

health) (100%) 

* Was health assessment completed within 14 days? (100%) 

* Was health assessment completed within 7 days for children? (Family Residential Centers) 

( 100 %) 

* Was health assessment completed for patients with chronic illnesses within two working 
days? (100%) 

* Health assessment (health history and hands-on physical examination) completed by 
licensed physician/PA/NP/RN (if completed by RN, must have documented training) (100%) 

* If applicable, documentation of transfer summary reviewed within 12 hours? (100%) 

* Patient education documented at each encounter? (100%) 

* Language access: Use of translator, provider fluency in language, or English-speaking patient 
is documented. (100%) 

































Record 

ZENTAGE 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

1 

Y 

Y 

Y 

N/A 

Y 

N/A 

Y 

N/A 

N/A 

Y 

Y 

Y 

Y 

2 

Y 

Y 

Y 

N/A 

Y 

N/A 

Y 

N/A 

N/A 

Y 

Y 

Y 

Y 

3 

Y 

Y 

Y 
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Y 

N/A 

Y 
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Y 

N/A 
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N/A 

Y 

Y 

Y 

Y 

5 

Y 
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Y 
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Y 
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Y 

N/A 

Y 

Y 
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Y 
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Y 
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N/A 
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Y 

N/A 
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Y 

Y 
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Y 

Y 

Y 

N/A 
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N/A 
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Y 
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Y 
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N/A 
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Y 

9 

Y 

Y 

Y 
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Y 

N/A 
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N/A 

N/A 

N/A 

Y 

Y 

Y 

10 

Y 

Y 

Y 

N/A 

Y 

Y 

Y 

N/A 

Y 

Y 

Y 

Y 

Y 

PER* 

100% 

100% 

100% 

100% 

100% 100% 100% 100% 100% 

100% 100% 100% 100% 


Add additional 10 records if you fall below the threshold. 
Comments: No deficiencies noted. 


Corrective Action Plan(s) (if appropriate): None required. 

HYPERTENSION (ESSENTIAL) 


Facility: SDC 
Reviewer: 


Quarter/Fiscal Year: 


lst/2017 


Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of 
randomly selected records of patients with hypertension during the current quarter. Mark as "Y" for yes, "1ST for 
no, and "N/A" for not applicable. 


To RANDOMLY select, list out the total number of patients diagnosed with hypertension for the designated time 
period according to A #, and select every other chart for completing audit. If there are not enough medical records 
to select the required number of records for auditing, 100% review is required. 

Sample size: See page 1 of this document. 


Item # Measure 

1 Blood pressure reading documented at intake? (100%) 

2 Patient seen by medical provider within two business days of illness identification (100%) 

3 Patient was referred to MLR or higher, if exam was completed by RN (95%) 

4 Patient has treatment plan documented? (95%) 

5 Diagnosis listed in provider SOAP note? (100%) 

6. Diagnosis listed on problem list? (100%) 

7 Baseline labs obtained (CBC, CHI EM, lipid profile, UA & EKG) and reviewed within 30 days of 

illness identification? (100%) 

S Patient education documented at each encounter? (100%) 

9 Language access: Use of translator, provider fluency in language or English speaking patient is 

documented? (100%) 


Record 
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1 

2 
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PERCENTAGE 


100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Add additional 10 records if you fall below the threshold . 


Comments: All assessed areas above compliance levels. 

Corrective Action Plan(s) (if appropriate): None at this time. 


DIABETES (ESSENTIAL) 


Facility: 

Reviewer: 


SDC Quarter/Fiscal Year: 



lst/2017 


Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of 
randomly selected records of patients with diabetes during the current quarter. Mark as "Y" for yes, "N" for no, 
and "N/A" for not applicable. 


To RANDOMLY select, list out the total number of patients diagnosed with diabetes for the designated time period 
according to A #, and select every other chart for completing audit. If there are not enough medical records to 
select the required number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 


Item# Measure 

1 Was PE-C completed within two business days if diabetes was identified at time of arrival? 

( 100 %) 

2 Documented blood sugar on intake (if diabetes identified at intake) or documented reason for 
not testing e.g. detainee just ate food one hour ago? (90%) 

3 Diagnosis listed in provider SOAP note (100%) 

4 Diagnosis listed on problem list? (100%) 

5 Baseline A1C obtained within 30 days of arrival or within past 3 months? (100%) 

6 Baseline measurement of lipids within SO days? (100%) 

7 Documented prescription of aspirin, as clinically indicated? (80%) 

8 Degree of control (goal of HgbAlC < 8.0) documented in treatment plan? (90%) 

9 Was a strategy to attain diabetes control documented if HgbAlC was above goal? (100%) 

10 Patient education documented at each encounter? (100%) 

11 Language Access: Use of translator, provider fluency in language, or English-speaking patient is 
documented? ( 100 %) 


Record 
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PERCENTAGE 


100% 

70% 

100% 

100% 

100% 

100% 

20% 

70% 

70% 

90% 

100% 


Add additional 10 records if you fall below the threshold 



Comments: On first audit set, several areas fell below compliance levels on this audit (#2, #7, #8, #9 and #10) fell! 
out of prescribed compliance window. Upon audit of second set of charts, #7, #8 and #10 continued to pose as 
areas of non-compliance. 

Corrective Action Plan(s) (if appropriate): Will discuss findings of audit with providers at the next scheduled 
provider meeting. Will suggest staff physician perform spot checks of 5 charts weekly over the next 3 weeks to 
verify compliance. 


ASTHMA (ESSENTIAL) 


Facility: SDC 

Reviewer: LT I 


Quarter/Fiscal Year: lst/2017 
RN 


Instructions: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected 
records of patients with asthma during the current quarter, Mark as "Y" for yes, "N M for no, and "N/A" for not 
applicable. 

To RANDOMLY select, list out the total number of patients diagnosed with asthma for the designated time period 
according to A #, and select every other chart for completing audit. If there are not enough medical records to 
select the required number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 


Item# Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 Peak flow documented during health assessment (100%) 

3 Peak flow documented during all chronic care visits? (100%) 

4 Diagnosis listed in provider SOAP note (100%) 

5 Diagnosis listed on problem list? (100%) 

6 Treatment plan initiated in accordance with chronic care disease guidelines. (90%) 

7 Patient education documented at each encounter? (100%) 
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Language Access: Use of translator, provider fluency in language, or English-speaking patient is 
documented? (100%) 
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100% 


Add additional 10 records if you fall below the threshold . 
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Y 

Y 
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Y 

Y 

Y 

Y 

PERCENTAGE 

100% 

70% 

50% 

100% 

100% 

100% 

100% 

100% 


Comments: Issues with peak flow being documented during health care assessments and chronic care visits as well 
as documentation of patient education revealed during this audit were consistently deficient for both chart audits. 

Corrective Action Plan(s) (if appropriate): HSA, AHSA, RN Manager and lead medical provider informed of audit 
results. Re-training and educating medical and nursing providers to take place at next scheduled staff and provider 
meetings* 


HIV (ESSENTIAL) 


Facility: 

Reviewer: 



Quarter/Fiscal Year: 
RN 


lst/2017 


Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of 
randomly selected records of patients with HIV during the current quarter. Mark as "Y" for yes, "N" for no, and 
"N/A" for not applicable. 


To RANDOMLY select, list out the total number of patients diagnosed with HIV for the designated time period 
according to A #, and select every other chart for completing audit. If there are not enough medical records to 
select the required number of records for auditing, 100% review is required* 


Sample size: See page 1 of this document. 


































































Item # Measure 

1 Documented HIV+ by laboratory or prior medical record? (95%) 

2 CD4 and viral load obtained within 30 days of disease identification or recent CD4/viral load 
results obtained from prior record (recent is within the past 90 days)? (95%) 

3 Antiretroviral treatment considered and documented? (100%) 

4 Treatment plan initiated in accordance with chronic care disease guideline within two business 
days of illness identification. (95%) 

5 Diagnosis listed in provider SOAP note (100%) 

6 Diagnosis listed on problem list? (100%) 

7 Was patient's care plan evaluated by a physician with experience in managing HIV patients within 
30 days of HIV identification or admission to IHSC facility (if diagnosis already known)? (95%) 

- this question was re-worded for FY 2016 for clarity 
S Was the patient seen by a medical provider at least every 90 days? (95%) 

9 Was a PPD or IGRA performed within the last year? Note: if the patient has been positive in the 

past, an annual CXR is acceptable (95%) 

10 If applicable, was the CXR completed or verified within 72 hours of health assessment as part of 
treatment plan? (95%) 

11 Patient education documented at each encounter? (95%) 

12 Language Access: Use of translator, provider fluency in language, or English-speaking patient is 
documented? (100%) 


Record 

Allen # 

1 

2 

3 

4 

5 

6 
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Y 

5 


Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

6 


Y 
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Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

7 


Y 

Y 

Y 

Y 

Y 
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Y 

Y 

Y 

Y 

Y 

Y 
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Y 

Y 

Y 

Y 

Y 

Y 

Y 

N/A 

Y 

Y 

Y 

Y 
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Y 

Y 

Y 

Y 

Y 

Y 

Y 

N/A 

Y 

N/A 

N 

Y 
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Y 

N 

N 

Y 

Y 

Y 

Y 

N/A 

Y 

N/A 

N 

N 

PE 


100% 

90 % 

90 % 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

60 % 

80 % 


Add additional 10 records if you fall below the threshold. 
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4 
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Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 




Mo other charts available for review during this period 

PERCENTAGE 

100 

100 

100 

100 

100 

100 

100 

100 

100 

100 

100 

100 


Comments: Documentation of CD4 and viral load obtained within SO days of disease identification or recent 
CD4/viral load (#2), antiretroviral treatment considered and documented (3#), patient education (#11) and use of 
translator services (#12) were not in compliance. 














































































Corrective Action Plan(s) (if appropriate): HSA, AHSA, RN Manager and lead medical provider informed of audit 
results. Re-training and educating medical and nursing providers to take place at next scheduled staff and provider 
meetings. 


TUBERCULOSIS (Detainees being treated for active tuberculosis disease) (ESSENTIAL) 


Facility: SDC 

Reviewer: LI 


Quarter/Fiscal Year: lst/2017 


Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of 
randomly selected records of patients with tuberculosis (TR) disease during the current quarter. Mark as "Y" for 
yes, "1ST for no, and "N/A" for not applicable. 


To RANDOMLY select, list out the total number of patients diagnosed with TB disease for the designated time 
period according to A #, and select every other chart for completing audit. If there are not enough medical records 
to select the required number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 


Item # Measure 

1 All patients evaluated for TB disease are tested for HIV (100%) 

2 Pyrazinamlde (PZA) and ethambutol (lEMB) prescribed for no more than 60 days unless ordered 
by the advising physician (100%) 

3 TB patients are seen at least monthly by a medical provider for follow-up visits (100%) 

4 CXR is obtained 6-S weeks after initiation of RIPE with comparison to previous CXR(s) (100%) 

5 Initial cultures are performed with automatic sensitivity testing and culture and sensitivity results 
(if at least one culture is positive for M. ffj) are reviewed (100%) 

6 TB-CM visit note is completed at the time of diagnosis and updated with culture results, drug 
sensitivity test results (if culture positive), and final case classification within 90 days of diagnosis 
( 100 %) 
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N/A 
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N 

Y 

Y 

N/A 

Y 

Y 
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N 

Y 

Y 

N/A 

Y 
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Uo other charts available for review during this period 

PERCENTAGE 

44% 

100% 

100% 

100% 

100% 

78% 


Comments: Documentation of HIV testing for all patients evaluated for TB disease (#1) and TB-CM visit notes (#6) 
not thoroughly completed or not documented within prescribed window. 

Corrective Action Plan(s) (If appropriate): HSA, AHSA and RN Mgr informed of audit results. Intensive training 
with nursing staff to ensure areas of deficiencies are covered. 












































SEIZURE DISORDER {ESSENTIAL) 


Facility: SDC 
Reviewer: LtI 


Quarter/Fiscal Year: lst/2017 


Instructions: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected 
records of patients with seizure disorder during the current quarter. Mark as"Y" for yes, "N" for no, and "N/A" for 
not applicable. 

To RANDOMLY select, list out the total number of patients diagnosed with seizure disorder for the designated time 
period according to A #, and select every other chart for completing audit. If there are not enough medical records 
to select the required number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 


Item # Measure 

1 Documented complete neurological history/assessment at physical examination? (100%) 

2 Diagnosis listed in provider SOAP note (100%) 

3 Diagnosis listed on problem list? (100%) 

4 If applicable, documented serum drug levels obtained and acknowledged every 3 months until 
stable, then every 6 months, where indicated? (100%) 

5 Special Needs issued for lower bunk? (90%) 

6 Treatment plan initiated in accordance with chronic care disease guidelines. (90%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language or English speaking patient is 
documented? (100%) 
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No other charts available for review 

PERCENTAGE 

100% 

90% 

100% 

100% 

80% 

100% 

80% 

50% 


Comments: Lack of diagnosis (#2) in one patient's record, lower bunk special needs form (#5) and patient 
education (#7) missing from at least patients' records and access to interpretation services (#8) missing in at least 
five patients' records. 

Corrective Action Plan(s) (if appropriate): HSA, AHSA and RN Mgr informed of audit results. Intensive training 
with medical and nursing staff to ensure importance of education, special needs forms and access to language 
services provided at each visit 


SICK CALL (URGENT CARE) REVIEW (ESSENTIAL) 













































Facility: SDC Quarter/Fiscal Year: lst/2017 

Reviewer 

Instructions: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of 
randomly selected records from patients that have been seen for sick call during the current quarter, Mark as "Y" 
for yes, "ISP for no, and "N/A" for not applicable. 

To RANDOMLY select, list out the total number of sick call encounters for the designated time period according to 
A #, and select every other chart for completing audit. If there are not enough medical records to select the 
required number of records for auditing, 100% review is required. 

Sample size: See page 1 of this document. 

Item # Measure 

1 Vital signs obtained and documented during assessment? (100%) 

2 Weight was documented during assessment? (90%) 

3 A thorough pain assessment (intensity, duration, quality, better/worse, etc.) was documented 
during assessment? ( 100 %) 

4 Treatment in accordance with nursing guidelines? ( 100 %) 

5. If pediatric patient, were pediatric pain guidelines followed? (90%) 

6 If appropriate, patient was referred to a higher level of care? (if not appropriate, mark as N/A) 

(95%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language, or English-speaking patient is 
documented? ( 100 %) 


Pharmacy Technician 



Add additional 10 records if you fall below the threshold. 

Comments: All areas above compliance levels. 

Corrective Action Plan(s) (if appropriate): No further action needed. 

MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS (ESSENTIAL) 

Facility: SDC Quarter/Fiscal Year: lst/2017 

Reviewer: LCDRjgjjggf[jgg^^§ LCSW, BCD 

Instructions: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected 
records of patients with mental illness who take psychotropic medications during the current quarter. Mark as "Y" 
for yes, "N" for no, and "N/A" for not applicable. 




































To RANDOMLY select, list out the total number of patients diagnosed with mental illness and prescribed 
psychotropics during the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review 
is required. 

Sample size: See page 1 of this document. 

Item # Measure 

1 Was a BH referral made in a timely manner (within 72 hours of intake or identification}? (100%} 

2 Diagnosis listed by behavioral health provider in encounter note (100%} 

3 Diagnosis listed on problem list? (100%} 

4 If patient takes psychotropic medication, psychotropic medication consent (special consent form) 
signed for the drug ordered? (100%) 

5 Clinical assessment, treatment, and follow up plan documented? (100%) 

6 For patients on antipsychotic medication, was there an AIMS (Abnormal Involuntary Movement 
Scale) test performed? (100%) (physician, MLR, RN can conduct an AIMS test) 

7 Was appropriate lab monitoring ordered depending on the psychotropic drug? (100%) 
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100% 
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N/A 


Add additional 10 records if you fall below the threshold. 

Comments: None. 

Corrective Action Plan(s) (if appropriate): No further action needed. 


DENTAL CARE (ESSENTIAL) 


Facility: SDC 
Reviewer: CAP 



Quarter/Fiscal Year: lst/2017 
DOS 


Instructions: A dentist, dental hygienist, RN, mid-level provider or physician will review appropriate number (see 
page 1) of records from patients seen by a dentist for treatment within the designated time frame. Mark as "Y" for 
yes, "N" for no, and "N/A" for not applicable. 


To RANDOMLY select, list out the total number of health assessments for the designated time period according to 
A #, and select every other chart for completing audit. 


If there are not enough medical records to select the required number of records to review, 100% review will be 
required. 





































Sample size: See page 1 of this document. 


Item# Measure 

• Was dental (oral) screening completed and documented within 14 days of arrival to facility 
(adults)? ***oral screening includes visual observation of the teeth and gums, and notation of 
any obvious or gross abnormalities requiring immediate referral to a dentist? (100%) 

* Was dental (oral) screening com pleted and documented within 7 days of arrival to facility 
(children)? (100%) 

3 If applicable, was patient evaluated within 48 hours of referral? (100%) 

4 Does clinical note describe findings, dlagnosis/assessment, treatment plans? (100%) 

5 If applicable, patient scheduled for follow-up treatment as recommended? (100%) 

6 Was the oral examination completed by a dentist or scheduled within 12 months of arrival to 
facility for adults? (100%) oral examination by a dentist includes taking or reviewing the 
patient's oral history, an oral health and neck examination, charting of teeth, and examination 
of the hard and soft tissue of the oral cavity, 

7 Was the oral examination completed by a dentist or scheduled within 60 business days of arrival 
to facility for children? (100%) 
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Comments: No deficiencies noted. 

Corrective Action Plan(s) (if appropriate): None required. 


CONTINUITY OF CARE REVIEW (ESSENTIAL) 


Facility: SOC 
Reviewer:! 


Quarter/Fiscal Year: lst/2017 
*N 


Instructions: Health staff (any IHSC staff) will review appropriate number (see page 1) of randomly selected 
records of patients who went to the Emergency Department during the current quarter. Mark as "Y" for yes, "1ST 
for no, and "N/A" for not applicable. 

To RANDOMLY select, list out the total number of applicable medical records for the designated time period 
according to A #, and select every other chart for completing audit. If there are not enough medical records to 
select the required number of records for auditing, 100% review is required. 


Sample size: See page 1 of this document. 

































Item# Measure 

1 Was a discharge summary/instructions requested or present? (100%) - (was a discharge 
summary/mstructions received when the patient returned from the hospital?) 

2 Was there a note from the IHSC provider detailing the reason the detainee was sent to the ED? 

( 100 %) 

3 Was a note entered in the medical record upon the detainee's return to the facility listing the 
ED/hospital's recommended plan of care? (100%) 

4 Did the provider follow the ED/hospital's recommended plan of care? (100%) 

5 Upon return from ED, was the patient/parent educated about diagnosis, medications (if 
applicable) and treatment plan? (100%) 

6 Is there documentation acknowledging patient/parent understands treatment plan? (100%) 

7 Language Access: Use of translator, provider fluency in language, or English-speaking patient is 
documented? (100%) 
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Add additional 10 records if you fall below the threshold. 
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Comments: Areas deficient during first audit were patient education on diagnosis/meds/tx plan (#5), 
documentation of patient acknowledging understanding of treatment plan (#6) and use of interpretation services 
(#7), Area #7 was more compliant during second random audit but areas #5 and #6 remained out of compliance 
with addition of areas (#2) note from the IHSC provider detailing the reason the detainee was sent to the ED, (#3) 
note entered in the medical record upon the detainee's return to the facility listing the ED/hospital's 
recommended plan of care and documentation of the provider following the ED/hospital's recommended plan of 
care missing from two patients' records. 

Corrective Action Plan(s) (if appropriate): Will discuss findings of audit with providers at next provider meeting. 


Reasonable Accommodations Self-Assessment 

Instructions: Obtain the information from the EISA's Reasonable Accommodation Self-Assessment Tool 





































































YES or NO 

POLICY, PROCEDURES AND TRAINING 


1. Procedures are In place to ensure detainees with disabilities are informed of and have an 
equal 

opportunity to request and obtain health services. 

Yes - 

Detainee 
Handbook, 
page 3 

2. IHSC staff has received initial training on interacting with individuals with disabilities and 
individuals requiring reasonable accommodations, and annually thereafter. 

Yes 

3. Written evacuation procedures and emergency communications are in place in the clinic for 
individuals with disabilities. 

Yes 

4. Procedures have been established to ensure that accessible features (within the IHSC-staffed 
facilities) are maintained. (Mark N/A if non-applicable) 

Yes 

PHYSICAL ACCESSIBILITY 


5. The facility provides reasonable accommodation access for individuals within the Health Unit* 

Yes 

COMMUNICATION 


6. The IHSC clinic has access to sign language interpreters and telecommunication (TDD/TTY) for 
individuals with hearing disabilities. 

Yes 


TREATMENT OF DISABILITY 


Facility: SDC 
Reviewer: LT 


Quarter/Fiscal Year: 1=72017 



RN 


Purpose: 

To assess care of detainees who need accommodation for their disabilities. 

An individual is considered to have a "disability" if s/he has a physical or mental impairment that 
substantially limits one or more major life activities, has a record of such an impairment, or is 
regarded as having such an impairment (se^^^^^^^^^^^^^^^^^^^^^^^accessed 


January 20, 2012). 

An RN, MLP or physician can review. 



Source: 

Facility logs or tour of facility and interviews with detainees who need accommodation). 



Sample: 

10 detainees within the population who have a disability that requires special medical treatment. 
Determine through medical record examination if appropriate treatment and accommodation was 
given. 

Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. Do not leave any area blank. 



Item # 

Measure 

1 

Is the disability prominently noted in the file, along with any needed accommodations? (100%) 

2 

Was the detainee assessed for assistance with activities of daily living (ADL)? (100%) 

3 

Were appropriate special orders entered (e.g., lower bunk, assistive device, meal, etc,)?(10G%) 

4 

Was ADL assistance provided? (100%) 
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Comments; All assessed areas above compliance level 

Corrective Action Plan(s) (if appropriate); No further actions warranted. 


MEDICATION REFUSAL 

Facility: SDC Quarter/Fiscal Year: 4 th /2017 

Reviewer: LT^HB RM 


Purpose: 

To assess notification of prescribing clinician of poor adherence to medication orders 



Source: 

Medication administration records, medical record 

RN, MLR or physician can review 



Sample: 

Identify 10 patients from MARs who have missed medication on three consecutive days 
oir four or more doses in a week. 


Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. 

Item # 

Measure 

1 

2. 

3. 

4. 

5. 

Documented refusal in the medical record (with signature of detainee, witness)? 
Explanation of risks and benefits documented in the medical record? 

Documentation that prescribing clinician has been notified if 3 consecutive days or 3 
consecutive doses and/or 50% of doses missed within 7 days? 

Documentation of clinician response in the medical record? 

If detainee refused to sign refusal form, was it documented on the form? 




MEDICATION REFUSAL 

Record 

Allen # 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

1 




Y 

Y 

Y 

Y 

Y 

2 



Y 

Y 

Y 

Y 

Y 

3 



Y 

Y 

Y 

Y 

Y 

4 



Y 

Y 

Y 

Y 

Y 

5 



Y 

Y 

Y 

Y 

Y 

6 



Y 

Y 

Y 

Y 

Y 

7 



1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 


































































0 

PERCENT 

100% 

100% 

100% 

100% 

100% 


COMPLIANCE 







Add additional 10 records if you fall below the threshold. 


Comments: No deficiencies noted. 

Corrective Action Plan(s) (if appropriate): None. 

DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS 

Facility: SDC Quarter/Fiscal Year: 1*72017 

Reviewer: CDf^^^^HlPA 


Purpose: 

To assess timeliness of off-site diagnostic services and specialty care. 



Source: 

Statistics. 


MLR or physician can review. 

Sample: 

10 specialty patients chosen by acuity or risk of harm if access is delayed, particularly in specialties 
where timely access has been a problem for detainees in this facility. 


Mark as "Y" for yes, "M" for no, and "N/A" for not applicable. 

Item # 

Measure 

1 

Documented time urgency on order? (90%) 

2 

Accomplished within 45 days of order or within ordered timeframe, e.g., "return in 90 days"? 

(100%) 

3 

Documented re-evaluation of patient for deterioration each 30 days in excess of time urgency on 
order? (90%) 

4 

Clinician acknowledgement and report in medical record within 7 days? (90%) 

5. Detainee informed of results or reason for delay if not scheduled? (90%) 



A# _ 


Clinic 

1 

2 

3 

4 

5 

1 



Orthopedics 

Yes 

Yes 

Yes 

Yes 

N/A 

2 


ENT 

Yes 

Yes 

Yes 

Yes 

N/A 

3 


Prosthesis 

Yes 

Yes 

Yes 

Yes 

N/A 

4 


Physical Therapy 

Yes 

Yes 

Yes 

Yes 

N/A 

5 


Neurology 

Yes 

Yes 

Yes 

Yes 

N/A 

6 


Radiology 

Yes 

Yes 

Yes 

Yes 

N/A 

7 


Neurology 

Yes 

Yes 

Yes 

Yes 

N/A 

S 


General Surgery 

Yes 

Yes 

Yes 

Yes 

N/A 

9 


Physical Therapy 

Yes 

Yes 

Yes 

Yes 

N/A 

10 


Prosthesis 

Yes 

Yes 

Yes 

Yes 

N/A 



Total 

100% 

100% 

100% 

100% 

N/A 


Comments: Compliance was met for all criteria. 


Corrective Action Plan(s) (if appropriate): No further actions warranted. 
























































LABORATORY AND DIAGNOSTICS 


Facility: SDC 

Reviewer: LTH 


RN 


Quarter/Fiscal Year: 1*72017 


Purpose: 

To assess timeliness, continuity, and coordination of care. 



Source: 

Laboratory log. 


RN, MLR or physician can review. 



Sample: 

10 most recent orders for acute labs, not including routine testing for detainees with chronic 
illness. 


Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. 



item # 

Measure 

item # 

Measure 

1 

Up to date certification for CLIA-waived testing accessible? (100%) 

2 

Documentation of applicable staff training for performing CLIA-waived tests? (100%) 

3 

Blood drawn or test done within 1 business day of ordered date? (100%) 

4 

Results received within 24 hours or as appropriate? (100%) 

5 

Clinician acknowledgment? (100%) 

6 

Appropriate clinical response? (100%) 

7 

Detainee informed of results; if not, reason documented in medical record? (100%) 



Comments: Deficiencies noted with all areas other than (#2) documentation of staff training for performing CLIA- 
waived tests. Areas of deficiency included (#1) up-to-date certification for CLIA-waived testing accessible, (#3) 
blood drawn or test done within 1 business day of date ordered, (#4) results received within 24 hours or as 
appropriate, (#5) lack of clinician acknowledgment, (#6) appropriate clinical response documented and (#7) 
documentation of detainee being informed of results. 

Corrective Action Plan(s) (if appropriate): H5A, AHSA and RN Mgr informed of audit results. Intensive training 
with medical and nursing staff to ensure importance of timely documentation and thoroughness at each visit. 




















































CREDENTIAL! NG 


Facility; SDC Quarter/Fiscal Year: 1*72017 


Reviewer:^ 

^Administrative Assistant 

Purpose: 

Source: 

Sample: 

To assess compliance with detention standard and prudent institutional risk management 
practice. 

Up to 10 files for each of all licensed health care professionals. 

HSA or AHSA will review. 

Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. 

10 chosen at random. 

item # 

Measure 

1 

Documentation of primary source validation (e.g., internet) of current license, certification or 
registrations for all applicable licensed professionals (100%) 

2 

Validation of DEA for physicians, psychiatrists, and dentists? (100%) 

3 

Current CPR certificate (100%) 

4 

Documentation of inquiry regarding sanctions or disciplinary actions of state boards, employers, 
and the National Practitioner Data Bank (NPDB) (100%) 



Title 

1 

2 

3 

4 

i 

RN 

Yes 

N/A 

Yes 

Yes 

2 

Physician 

Yes 

Yes 

Yes 

Yes 

3 

RN 

Yes 

N/A 

Yes 

Yes 

4 

RN 

Yes 

N/A 

Yes 

Yes 

5 

LPN 

Yes 

N/A 

Yes 

Yes 

6 

Pharmacy Tech 

Yes 

N/A 

Yes 

Yes 

7 

Dentist 

Yes 

Yes 

Yes 

Yes 

8 

LPN 

Yes 

N/A 

Yes 

Yes 

9 

FNP 

Yes 

N/A 

Yes 

Yes 

10 

FNP 

Yes 

N/A 

Yes 

Yes 



10/10 

2/2 

10/10 

10/10 



100% 

100% 

100% 

100% 


Comments: None. 

Corrective Action Plan(s) (if appropriate); No further action required. 


MORTALITY REVIEW 

Facility: SDC Quarter/Fiscal Year: l s 72017 

Reviewer: N/A 


To assess the use of mortality review as a quality management activity to prevent adverse system 
conditions from causing harm in the future. 


Purpose: 


































Source: 

Minutes, notes, medical records, other pertinent records. 


MLR or physician will review. 

Sample: 

Mark as "Y" for yes, "N" for no, and "N/A" for not applicable. 


All in-custody deaths, including those in hospital, within the past 2 years. 


Item # 

Measure 

1 

Multidisciplinary mortality review (clinical, administrative) within 30 calendar days of death? 

(100%) 

2 

Follow-up review when autopsy and toxicology reports are available? (100%) 

3 

Assessment as to whether the medical response was appropriate on the day of death or transfer 
to the hospital? (100%) 

4 

Assessment as to whether earlier intervention was possible and whether that would have changed 
the outcome? (100%) 

5 

Analysis of ways to improve patient care, independent of the cause of death or RCA completed? 

(100%) 

6 

For suicides only, was there a psychological autopsy ordered and completed? (100%) 


7 Was treating staff informed of the clinical mortality review and administrative findings? (100%) 



Comments: ISIo comments. 

Corrective Action Plan(s) (if appropriate): No further actions warranted 


MEDICAL RECORDKEEPING PRACTICES 

Facility: SDC Quarter/Fiscal Year: l 5t /2017 

Reviewer: MRT 

Instructions: This worksheet should be filled out following the performance-based reviews. For all answers 

that are "partial compliance" or "non-compliance/' the reviewer should write a comment. For 
example, if most of the progress notes are legible, but one or two practitioners' notes are barely 
legible, the appropriate comment would be "Dr, XX.s notes are not legible/' 

Reviewer can be any health care provider. 


Sample: 


10 records reviewed on detainees with chronic disease. 










































Yes 

Partial 

No 

N/A 

Comments 

1 

Identifying information (100%) 

Yes 





2 

Current problem list (100%) 

Yes 





3 

Receiving screen and health assessment 
forms (100%) 

Yes 





4 

Progress notes (100%) 

Yes 





5 

Clinician orders for medication, signed 
(100%) 

Yes 





6 

MARs (100%) 

Yes 





7 

Lab and diagnostic reports (100%) 

Yes 





8 

Flow sheets (100%) 




N/A 


9 

Consent, refusal, and release of 
information forms (100%) 

Yes 





10 

Results of specialty consultations and 
referrals (100%) 

Yes 





11 

Discharge summaries from ED and 
hospitalizations (100%) 

Yes 





12 

Special needs treatment plan, where 
applicable (100%) 

Yes 





13 

Immunizations records, where 
applicable (100%) 




N/A 

-unless received from a 
previous facility. 

14 

Date and time of each encounter (100%) 

Yes 





15 

Integrated medical, dental, and mental 
health record (100%) 

Yes 





16 

Timely filing, within 72 hours (100%) 

Yes 





17 

Consolidated medical record (100%) 

Yes 





18 

Content organized for easy retrieval 
(100%) 

Yes 





19 

EHR password protected, by individual 
(100%) 

Yes 





20 

Integrated health information with EHR, 
where applicable (100%) 

Yes 






Comments: SDC utilizes eCW which is an electronic health record that Is password protected, consolidated, and 
time stamps all entries. 


Corrective Action Plan(s) (if appropriate): No further actions required. 
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IHSC Ql Audit Tool 


ICE HEALTH SERVICE CORPS (IHSC) - CONTINUOUS QUALITY IMPROVEMENT 


You will report EVERY quarter on ALL MEASURES that follow- There are 28 measures in total. 

* Grievances 

* Suicide Watch 

* Hunger Strikes 

* Medication Errors 

o Medication Administration Errors 
o Prescribing/Ordering Errors 
o Pharmacy Order Errors 

o Self-administered medications, continuity of medication and medication refusals 

Sample Size: For each of these components, you will review 10 charts (unless findings fall below the threshold established [thresholds are listed after each item] - then you must review 
10 additional records)- NOTE: If there are less than 10 charts, then review 100% of those charts that are applicable. 

* Medication Refusal 

* Pregnancy Audit 

* Medical Housing Unit 

* Screening and Health Assessment 

* Hypertension 

* Diabetes 

* Asthma 

* HIV 

* Tuberculosis 

* Seizure Disorder 

* Sick Call/Urgent Care 

* Mental Illness with Psychotropic Medication 

* Dental Care 

* Continuity of Care 

* Reasonable Accommodations 

* Treatment of Disability 

* Diagnostic Services and Specialty Care Access 

* Laboratory and Diagnostics 

* Credentiating 

* Mortality Review 

* Medical Recordkeeping Practices 

THRESHOLDS FOR COMPLIANCE: Each indicator has a percentage of compliance required (written next to it). If you fall below this threshold for compliance, you must submit a 
corrective action plan for it. The corrective action plan should be written in the section following the data. 

GRIEVANCES (IMPORTANT) 
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IHSC Ql Audit Tool 


Facility: 


Stewart Detention Center 


Reviewer: 



Quarter/Fiscal Year: 


2nd Quarter 2017 


INSTRUCTIONS: Obtain the numbers from the grievance logs. 


GRIEVANCES 


Number 

Percentage of Total 
Grievances 

1. Total number of grievances received within quarter. 

10 


2, Number of grievances addressed* within 5 business days. 

8 

80% 

3, Number of grievances related to access to care. 

2 

20% 

4, Number of grievances related to quality of care. 

4 

40% 

Comments: 



None 



Corrective Action Plan(s) {if appropriate): 



None 




SUICIDE WATCH (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 
LCDR | 

2nd Qtr/2017 


INSTRUCTIONS: Enter the total number of detainees in the detention facility in the field "Total Patient Population 11 , Obtain the numbers for 1-8 from intake screenings, suicide 
watch logs and medical records. 
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IHSC Ql Audit Tool 


SUICIDE WATCH 

Total Patient 

Population 

1C 


Number 

Percentage of Total 
Number on Suicide 

Watch 

Percentag 

Patient Pt 

1. Total number of detainees on suicide watch during specified 
timeframe, (for suicidal ideation, actions) 

1 

X 

l.t 

2. Number of detainees (from number above) on suicide watch 
during specified time frame who made an actual suicide attempt. 

0 

0% 


3. Number of incident reports submitted, (required for detainees 
with suicidal attempt} 

1 

100% 

4. Number of detainees on suicide watch who were evaluated by 
behavioral health professionals within 24 hours, unless 
emergent.(in which case the evaluation should be immediate) 

1 

100% 

5. Number of detainees on suicide watch (from number above) who 
were seen previously by IHSC for mental health issues. 

1 

100% 

6, Number of detainees on suicide watch with daily evaluations 
done by qualified medical staff. 

1 

100% 

7, Number of detainees on suicide watch with appropriate 
documentation, (i.e, 15 minute and 8 hour documentation) 

1 

100% 

8, Number of detainee on suicide watch that received follow up 
post/after discharge from suicide watch at interval consistent with 
the level of acuity, (PBNDS) 

1 

100% 

Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 

N/A 
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IHSC Ql Audit Tool 


HUNGER STRIKES (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lcdr[^H 

2nd Quarter 2017 


INSTRUCTIONS: Obtain the numbers from hunger strike logs and medical records. 


HUNGER STRIKES 


Number 

Percentage of Total 
Number on Hunger 
Strikes 

1. Total number of detainees on hunger strikes within the quarter. 

25 


2, Number of detainees requiring medical intervention, (intravenous 
therapy) ON SITE (not those off-site) 

0 

0% 

3, Number of detainees requiring medical intervention {intravenous 
therapy) ON SITE (not those off-site) for whom an incident report 
was submitted. 

0 

0% 

4, Number of detainees on hunger strike with complete 
documentation, (daily vital signs, daily weights, intake and 
output) 

25 

100% 

5. Number of detainees on hunger strikes with provider evaluation 
documented. 

25 

100% 

6, Number of detainees on hunger strike requiring court-ordered 
force-feeding on site. 

0 

0% 

7, Number of detainees on hunger strike requiring court-ordered 
force-feeding in hospital. 

0 

0% 

Comments: 



N/A 
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IHSC Ql Audit Tool 


Corrective Action Plan(s) (if appropriate): 

N/A 

MEDICATIONS {ESSENTIAL} 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lt ^H 

2nd Quarter 2017 


INSTRUCTIONS: Place the number of medication errors (from incident reports) in the column "Number of Errors". Place the number of incident reports submitted in the column 
next to it. If none, put "0", If not applicable, enter "NA'\ Do not leave any blank. 


MEDICAL ADMINISTRATION ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong medications given. 

1 

1 

2, Number of wrong patients receiving medication. 

0 

0 

3, Number of medications given at wrong time. 

0 

0 

4, Number of medications missed. 

4 

4 

5, Number of medications administered via wrong route. 

0 

0 

6, Number of wrong doses given. 

1 

1 

7 . Number of transcription errors. 

0 

0 

8, Number of expired prescriptions given. 

0 

0 

9, Number of blank spaces on medication administration record. 

(i.e. no documentation of missed medication) 

0 

0 

10, Other LOST MEDS 

4 

4 

TOTAL: 

10 

10 
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IHSC Ql Audit Tool 


Comments: 

At least one chart revealed wrong med passed, 4 charts revaled meds missed, one chart revealed wrong dose of med passed and 4 
incidents of meds being lost by nursing. 

Corrective Action Plan(s) (if appropriate): 

RN mgr to monitor MARs and provide additional trg on correct procedures to ensure right meds are given at right time. Medication cart 
has recently been organized and stocked by pharmacist with training completed with nurses on new med cart processes. CAPS 
currently being implemented per HQ. 


PRESCRIBING/ORDERING ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1, Number of wrong patients receiving medication 

1 

1 

2. Number of wrong drug - indication 

0 

0 

3, Number of wrong drug - allergy 

0 

0 

4, Number of wrong drug - drug interaction 

0 

0 

5, Number of wrong doses 

0 

0 

6, Number of wrong dosing schedules 

0 

0 

7. Number of orders written incorrectly 

0 

0 

8, Number of medication orders not forwarded to pharmacy 

1 

1 

9. Other 

0 

0 

TOTAL: 

2 

2 

Comments: 



|one case of wrong pt receiving medication and one case of medication order not being forwarded to pharmacy 


ICorrective Action Plan(s) (if appropriate): 



Training on using pt identifiers before passing meds provided by RN mgr. Guidance on correct procedure to transmit orders to 
pharmacy provided by pharmacist. 


SELF-ADMINISTRERED MEDICATIONS, CONTINUITY OF MEDICATION, and MEDICATION REFUSAL 


Whole Numbers 

Yes/No/NA 
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IHSC Ql Audit Tool 


1, Estimated number of patients on self-administered medication. 

(check with pharmacy) 

670 


2. If detainee requires continuation of medication, was 

medication ordered within 24 hours from completion of intake 
screening? 

(Review 10 random medical records: Note percent compliance if 
less than 100%; if 100%, enter "Yes".) 


Yes 

3, Average lapse time from order to first dose of medication, if 
greater than 24 hours? 

0 


4* Other 




Comments: 


Meds provided within 24 hrs however, it is unknown when detainee chooses to take first dose. 


Corrective Action Plan(s) (if appropriate): 


None 


PHARMACY ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong patients. 

0 

0 

2 . Number of wrong medications. 

0 

0 

3. Number of wrong doses. 

0 

0 

4, Number of wrong labels. 

1 

1 

5. Number of wrong routes. 

0 

0 

6. Number of MAR errors, (misprinted, medication missing) 

0 

0 

TOTAL: 

1 

1 


Comments: 


one incident of med having wrong label 
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IHSC Ql Audit Tool 


Corrective Action Plan(s) (if appropriate): 


Pharmacist reiterated importance of taking time out to verifv contents of container versus label to pharmacy technicians. 


MEDICATION REFUSAL 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

ltIHH 

2nd Quarter 2017 


PURPOSE: To assess notification of prescribing clinician of poor adherence to medication orders. 

Source: Medication administration records, medical record RN, MLP or physician can review. 

Sample: Identify 10 patients from MARs who have missed medication on three consecutive days or four or more doses in a week. 

Instructions: Enter "1" for Yes, "0" for IMo, and "NA" for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Documented refusal in the medical record (with signature of detainee, witness)? 

2 Explanation of risks and benefits documented in the medical record? 

3 Documentation that prescribing clinician has been notified if 3 consecutive days or 3 consecutive doses and/or 50% of doses missed within 7 days? 

4 Documentation of clinician response in the medical record? 

5 If detainee refused to sign refusal form, was it documented on the form? 


MEDICATION REFUSAL 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

1 




1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

S 



1 

1 

1 

1 

1 
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IHSC Ql Audit Tool 


9 




1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

PERCENT 

COMPLIANCE 

100% 

100% 

100% 

100% 

100% 


Comments: 


N/A 


Corrective Action Plan(s} (if appropriate): 

N/A 


PREGNANCY AUDIT (ESSENTIAL) 


Facility: 


Stewart Detention Center 


Reviewer: 
Quarter/Fiscal Year: 


LCDR 



2nd Quarter 2017 


INSTRUCTIONS: A health care provider will review 100% of the charts of the pregnant patients during the current quarter. 

Enter "1" for Yes, "0" for No, and 11 NA' 1 for Not Applicable. 

Sample size: 100% 

Item # Measure 

1 Was an OB-GYN consult ordered and the scheduled appointment time documented within 7 days of identification of condition? (Not necessarily 
seen within 7 days) (100%) 

2 Prenatal vitamins prescribed? (100%) 

3 Proper diet ordered? {100%) 

4 Patient education documented at each encounter? (100%) 

5 Records reviewed by provider after OB appointment? (100%) 

6 Appropriate prenatal labs (consideration for HIV, STI, and viral hepatitis) ordered if not obtained from OB-GYN? (100%) 


PREGNANCY AUDIT 
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IHSC Ql Audit Tool 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

1 

N/A 







2 








3 








4 








5 








6 








7 








S 








9 








10 








PERCENT 

COMPLIANCE 

0% 

0% 

0% 

0% 

0% 

0% 

Comments: 

N/A; all male facility 

Corrective Action Plan(s) (if appropriate): 

N/A 


MEDICAL HOUSING UNIT (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

LT ^H 

Quarter/Fiscal Year: 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLP, physician or clinical pharmacist will review appropriate number (see page 1) of patients who were admitted to the MMU during the current quarter. 
Enter"1" for Yes, "0” for No, and "NA" for Not Applicable. 

To RANDOMLY select, list out the total number of MHU patients for the designated time period according to A #, and select every other chart for completing audit. If there are not 
enough medical records to select the required number of records for auditing, 100% review is required. 
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IHSC Ql Audit Tool 


ITEM# MEASURE 

1 Admitting history/current diagnosis or issues documented on the MHU progress note (to be completed by a physician/MLP or appropriate clinician 
according to scope of practice)? (100%) 

2 Appropriate exam documented relevant to the reason for the MHU stay? - e.g. dental, medical, or behavioral health exam? (100%) 

3 Provider rounds documented as noted in the treatment plan, if applicable (90%) 

4 Treatment plan includes specific instructions for nursing and appropriate precautions or interventions for infectious disease? (90%) 

5 Nursing care plan present? (90%) 

6 Nursing care follow-up documented? (100%) 

7 Nursing progress notes present for each shift? (100%) 

8 24 hour chart review indicated with signature, date and time of review? (90%) 

9 Discharge from MHU documented, if applicable (100%) 

10 Language Access: Use of translator, provider fluency in language, or English-speaking detainee is documented? (100%) 


MEDICAL HOUSING UNIT 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

1 




1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

0 

1 

0 

1 

1 

1 

3 



1 

1 

1 

1 

0 

1 

0 

0 

1 

1 

4 



1 

1 

1 

1 

0 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

0 

0 

1 

1 

6 



1 

1 

1 

1 

1 

1 

0 

0 

1 

1 

7 



1 

1 

1 

1 

0 

1 

0 

0 

1 

1 

8 



1 

1 

1 

1 

1 

1 

0 

0 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 

PERCENT 

COMPLIANCE 


100% 

100% 

100% 

100% 

60% 

100% 

40% 

40% 

100% 

100% 


Comments: 

Deficiencies noted with nursing care plan, nursing progress notes for each shift and 24 hr chart reviews were noted. 


Corrective Action Plan(s) (if appropriate): 


RN mgr to train nursing staff on documentation required for MHU post and ensure they understand the imporatance of thorough, timely documentation. 


Add additional 10 records if you fall below the threshold in the table to the right. 



Record 


11 

12 

13 

14 

15 

16 

17 

18 

19 

20 


Alie 



_ PERCENT Ct 

Comments; 

All areas other than 24 f 
Corrective Action Plan(s 


RN mgr to train nursing 
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IHSC Ql Audit Tool 


SCREENING AND HEALTH ASSESSMENT (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

Lt ^H 

Quarter/Fiscal Year: 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLP, physician or clinical pharmacist will review the appropriate number (see page 1) of randomly selected records for patients that have been at the 
facility for more than two weeks during the current quarter 

Enter"l" for Yes, "0” for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of health assessments for the designated time period according to A #, and select every other chart for completing audit. 
Sample Size: See Instructions in Row 3 
Item # Measure 

1 Initial screening completed within 12 hours of admission to facility? (100%) 

2 All required areas of the intake template in eCW are completed? (100%) 

3 TB screening completed during medical intake if applicable (PPD or CXR)? (100%) 

4 PPD read within 48-72 hours? (N/A if CXR performed) (100%) 

5 TB clearance properly documented? (100%) 

6 Was there timely (NLT 2 working days after identification) follow-up for significant findings of acute and chronic conditions? (100%) (A significant 
finding is a condition that, without timely intervention, could lead to deterioration in function, pain, death, or risk to the public health) (100%) 

7 Was health assessment completed within 14 days? (100%) 

8 Was health assessment completed within 7 days for children? (Family Residential Centers) (100%) 

9 Was health assessment completed for patients with chronic illnesses within two working days? (100%) 

10 Health assessment (health history and hands-on physical examination) completed by licensed physician/PA/NP/RN (if completed by RN, must have 
documented training) (100%) 

11 If applicable, documentation of transfer summary reviewed within 12 hours? (100%) 

12 Patient education documented at each encounter? (100%) 

13 Language access: Use of translator, provider fluency in language, or English-speaking patient is documented. (100%) 


SCREENING AND HEALTH ASSESSMENT 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

Measure 

11 

Measure 

12 

Measure 

13 

1 


1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

1 

2 

u 

1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 
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3 


4 


5 


G 


7 


B 


9 


10 




PERCENT 



1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

1 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

1 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 


1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 

E 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


HYPERTENSION (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

2nd Quarter 2017 


LT 
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INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number {see page 1) of randomly selected records of patients with hypertension during the 
current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with hypertension for the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample Size: See Instructions in Row 3 

Item # Measure 

1 Blood pressure reading documented at intake? (100%) 

2 Patient seen by medical provider within two business days of illness identification (100%) 

3 Patient was referred to MLP or higher, if exam was completed by RN (95%) 

4 Patient has treatment plan documented? (95%) 

5 Diagnosis listed in provider SOAP note? (100%) 

8 Diagnosis listed on problem list? (100%) 

7 Baseline labs obtained (CBC, CHEM, lipid profile, UA & EKG) and reviewed within 30 days of illness identification? (100%) 

3 Patient education documented at each encounter? (100%) 

9 Language access: Use of translator, provider fluency in language or English speaking patient is documented? (100%) 


HYPERTENSION 


Record 

Alien # 

Measure 1 

Measure 2 

Measure 3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

8 

Measure 9 

1 


PERCENT 

COMPLIANCE 


1 

1 

1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

1 

1 

G 



1 

1 

1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

1 

1 



100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


HYPEI 

Record 

Alien # 

11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


PERCENT COMPLIANCE 


Comments: 
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Corrective Action Plan(s) (if appropriate): 


Corrective Action Plan(s) (if appropi 

N/A 




Add additional 10 records if you fall below the threshold in the table to the right. 


DIABETES (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records of patients with diabetes during the current 
quarter. 

Enter "1" for Yes, "0" for No, and ”NA U for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with diabetes for the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample Size: See Instructions in Row 3 
Item # Measure 

1 Was PE-C completed within two business days if diabetes was identified at time of arrival? (100%) 

2 Documented blood sugar on intake (if diabetes identified at intake) or documented reason for not testing e,g. detainee just ate food 

one hour ago? (90%) 

3 Diagnosis listed in provider SOAP note (100%) 

4 Diagnosis listed on problem list? (100%) 

5 Baseline A1C obtained within 30 days of arrival or within past 3 months? (100%) 

6 Baseline measurement of lipids within 30 days? (100%) 

7 Documented prescription of aspirin, as clinically indicated? (30%) 

8 Degree of control (goal of HgbAlC < 3.0) documented in treatment plan? (90%) 

9 Was a strategy to attain diabetes control documented if HgbAlC was above goal? (100%) 

10 Patient education documented at each encounter? (100%) 

11 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 
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DIABETES 


DIABETES 

Record 


Alien # 


Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

Measure 

11 


Record 

1 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 

1 


11 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


12 

3 



1 

1 

1 

1 

1 

1 

0 

1 

1 

1 

1 


13 

4 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


14 

5 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


15 

6 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


16 

7 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


17 

8 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


18 

9 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


19 

10 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


20 

PERCENT 

COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

90% 

90% 

100% 

100% 

100% 



Comments: 

N/A 


Comments: 

Corrective Action Plan(s) (if appropriate): 

N/A 


Corrective A 


Add additional 10 records if you fall below the threshold in the table to the right. 


ASTHMA {ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lt ^B 

2nd Quarter 2017 
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INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected records of patients with asthma during the current quarter. 
Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with asthma for the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 3 

Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 Peak flow documented during health assessment (100%) 

3 Peak flow documented during all chronic care visits? (100%) 

4 Diagnosis listed in provider SOAP note (100%) 

5 Diagnosis listed on problem list? (100%) 

6 Treatment plan initiated in accordance with chronic care disease guidelines. (90%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


ASTHMA 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

1 


PERCENT 

COMPLIANCE 


1 

1 

NA 

1 

1 

1 

1 

1 

2 



1 

1 

IMA 

1 

1 

1 

1 

1 

3 



1 

1 

NA 

1 

1 

1 

1 

1 

4 



1 

1 

NA 

1 

1 

1 

1 

1 

5 



1 

1 

NA 

1 

1 

1 

1 

1 

6 



1 

1 

NA 

1 

1 

1 

1 

1 

7 



1 

1 

NA 

1 

1 

1 

1 

1 

8 



1 

1 

NA 

1 

1 

1 

1 

1 

9 



1 

1 

NA 

1 

1 

1 

1 

1 

10 



1 

1 

NA 

1 

1 

1 

1 

1 



100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


Record 

Alien # 

Measure 

1 

11 

N/A 


12 



13 



14 



15 



16 



17 



18 



19 



20 



PERCENT 

COMPLIANCE 

0% 

Comments: 


ASTHMA-Addi 
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Corrective Action Plan(s) (if appropriate): 

N/A 

Add additional 10 records if you fall below the threshold in the table to the right. 


Corrective Action Plan(s) (if appropriate): 


HIV {ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LT I 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLP, physician or clinical pharmacist will review appropriate number {see page 1) of randomly selected records of patients with HIV during the current 
quarter. 

Enter "1" for Yes, "0” for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with HIV for the designated time period according to A U, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 


Sample size: See Instructions in Row 2 
Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 Documented HIV+ by laboratory or prior medical record? (95%) 

3 CD4 and viral load obtained within 30 days of disease identification or recent CD4/viral load results obtained from prior record (recent is within the 

past 90 days)? (95%) 

4 Antiretroviral treatment considered and documented? (100%) 

5 Treatment plan initiated In accordance with chronic care disease guideline within two business days of illness identification. (95%) 

6 Diagnosis listed in provider SOAP note (100%) 
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7 Diagnosis listed on problem list? (100%) 

8 Was patient's care plan evaluated by a physician with experience in managing HIV patients within 30 days of HIV identification or admission to IHSC 
facility (if diagnosis already known)? (95%) This question was re worded for FY 2016 for clarity 

9 Was the patient seen by a medical provider at least every 90 days? (95%) 

10 Was a PPD or IGRA performed within the last year? Note: if the patient has been positive in the past, an annual CXR is acceptable (95%) 

11 If applicable, was the CXR completed or verified within 72 hours of health assessment as part of treatment plan? (95%) 

12 Patient education documented at each encounter? (95%) 

13 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


HIV 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

Measure 

11 

Measure 

12 

Measure 

13 

1 


PERCENT 

:OMPUANCE 


1 

1 

1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

NA 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

3 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

0 

1 

NA 

4 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

5 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

6 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

7 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

8 



1 

1 

1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

NA 

9 



1 

NA 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

NA 

10 



1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

NA 

t 


100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

90% 

100% 

100% 

Comments: 

N/A 

Corrective Action Plan(s} (if appropriate): 

N/A 


Add additional 10 records if you fail below the threshold in the table to the right. 


TUBERCULOSIS {Detainees being treated for active tuberculosis disease) (ESSENTIAL) 
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Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lt mu 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number {see page 1) of randomly selected records of patients with tuberculosis (TB) disease 
during the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with TB disease for the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 2 

Item # Measure 

1 All patients evaluated for TB disease are tested for HIV (100%) 

2 Pyrazinatnide (PZA) and ethambutol (EMB) prescribed for no more than 60 days unless ordered by the advising physician (100%) 

3 TB patients are seen at least monthly by a medical provider for follow-up visits (100%) 

4 CXR is obtained 6-3 weeks after initiation of RIPE with comparison to previous CXR(s) (100%) 

5 Initial cultures are performed with automatic sensitivity testing and culture and sensitivity results (if at least one culture is positive for ML tb) are 
reviewed (100%) 

6 TB-CM visit note is completed at the time of diagnosis and updated with culture results, drug sensitivity test results (if culture positive), and final 
case classification within 90 days of diagnosis (100%) 


TUBERCULOSIS (ESSENTIAL) - Additional Records If Firs 

Record 

Alien # 

Measure 

1 

Measure 

2 

Measure 

3 

11 





12 





13 





14 





15 





16 





17 





18 





19 





20 






TUBERCULOSIS (ESSENTIAL) 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

1 








2 








3 








4 








5 








6 








7 








8 








9 








10 
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PERCENT 

COMPLIANCE 





Comments: 


Corrective Action Plan(s) (if appropriate}: 


SEIZURE DISORDER (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lt ^H 

2nd Quarter 2017 
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INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected records of patients with seizure disorder during the current 
quarter* 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable- Do not leave any blank* 

To RANDOMLY select, list out the total number of patients diagnosed with seizure disorder for the designated time period according to A #, and select every other chart for 
completing audit- If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 3 

Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 2 Documented complete neurological history/assessment at physical examination? (100%) 

3 Patient was referred to MLP or higher, if exam was completed by RN (95%) 

4 Patient has treatment plan documented? (95%) 

5 Diagnosis listed in provider SOAP note? (100%) 

8 Diagnosis listed on problem list? (100%) 

7 Baseline labs obtained (CBC, CHEM, lipid profile, UA & EKG) and reviewed within 30 days of illness identification? (100%) 

3 Patient education documented at each encounter? (100%) 

9 Language access: Use of translator, provider fluency in language or English speaking patient is documented? (100%) 


SEIZURE DISORDER 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

3 

Measure 9 

1 


PERCENT 

:0MIPUANCE 


1 

1 

1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

NA 

1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

NA 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

NA 

1 

1 

1 

1 

1 

10 



NA 

1 

1 

NA 

1 

1 

1 

1 

1 

C 


100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


SEIZUR 

Record 

Alien # 

11 

N/A 

12 


13 


14 


15 


16 


17 


18 


19 


20 


PERCENT COMPLIANCE 


Comments: 
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Corrective Action Plan(s) (if appropriate): 


Corrective Action Plan(s) (if appropi 

N/A 




Add additional 10 records if you fall below the threshold in the table to the right. 


SICK CALL (URGENT CARE) (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

L ~r| 

2nd Quarter 2017 


INSTRUCTIONS: An RN, MLP, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records from patients that have been seen for sick 
call during the current quarter 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank* 

To RANDOMLY select, list out the total number of sick call encounters for the designated time period according to A #, and select every other chart for completing audit. If there are 
not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 2 

Item # Measure 

1 Vital signs obtained and documented during assessment? (100%) 

2 Weight was documented during assessment? (90%) 

3 A thorough pain assessment (intensity, duration, qualify, better/worse, etc.) was documented during assessment? (100%) 

4 Treatment in accordance with nursing guidelines? (100%) 

5 If pediatric patient, were pediatric pain guidelines followed? (90%) 

6 If appropriate, patient was referred to a higher level of care? (if not appropriate, Enter as N/A) (95%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


SICK CALL (URGENT CARE) 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


SICK CALL (URGENT CARI 

Record 

Alien # 

Measure 

1 

11 

N/A 
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2 


3 


4 


5 


6 


7 


8 


9 


10 




PERCENT 



1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

1 

1 

1 


1 

1 

1 

1 

NA 

1 

1 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

NA 

1 

1 


1 

1 

1 

1 

NA 

1 

1 

1 


100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


12 



13 



14 



15 



16 



17 



13 



19 



20 



PERCENT 

COMPLIANCE 

0% 


Comments: 


Corrective Action Plan(s) (if appropriate): 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS {ESSENTIAL} 


Facility: 


Stewart Detention Center 


Reviewer: 


LCDR 



Quarter/Fiscal Year: 


2nd Quarter 2017 
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INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected records of patients with mental illness who take psychotropic 
medications during the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank* 

To RANDOMLY select, list out the total number of patients diagnosed with mental illness and prescribed psychotropics during the designated time period according to A #, and 
select every other chart for completing audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See instructions in Row 3 

Item # Measure 

1 Was a BH referral made in a timely manner (within 72 hours of intake or identification)? (100%) 

2 Diagnosis listed by behavioral health provider in encounter note (100%) 

3 Diagnosis listed on problem list? (100%) 

4 If patient takes psychotropic medication, psychotropic medication consent (special consent form) signed for the drug ordered? (100%) 

5 Clinical assessment, treatment, and follow up plan documented? (100%) 

6 For patients on antipsychotic medication, was there an AIMS (Abnormal Involuntary Movement Scale) test performed? (100%) (physician, 

MLP, RN can conduct an AIMS test) 

7 Was appropriate lab monitoring ordered depending on the psychotropic drug? (100%) 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS 

Record 

Alien # 

Measure 1 

Measure 2 

Measure 3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

1 




1 

1 

1 

1 

1 

NA 

1 

2 



1 

1 

1 

1 

1 

NA 

1 

3 



1 

1 

1 

1 

1 

NA 

1 

4 



1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

NA 

1 

6 



1 

1 

1 

1 

1 

NA 

1 

7 



1 

1 

1 

1 

1 

NA 

1 

8 



1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

NA 

1 

10 



1 

1 

1 

1 

1 

NA 

1 


PERCENT 

COMPLIANCE 


100% 

100% 

100% 

100% 

100% 

100% 



MENTAL ILLNESS WITH PSYCHOTROPIC MEI 

Below 1 


Record 

Alien # 

Measure 1 

Measure 

2 

11 




12 




13 




14 




15 




16 




17 




IS 




19 




20 




PERCENT 

COMPLIANCE 

0% 

0% 
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Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 

N/A 

Add additional ID records if you fall below the threshold in the table to the right. 


Comments: 


Corrective Action Plan(s) (if appropriate): 


DENTAL CARE (ESSENTIAL) 


Facility: 


Stewart Detention Center 


Reviewer: 


CAPT 



Quarter/Fiscal Year: 


2nd Quarter 2017 
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INSTRUCTIONS: A dentist, dental hygienist, RIM, mid-level provider or physician will review appropriate number {see page 1) of records from patients seen by a dentist for 
treatment within the designated time frame. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable, Do not leave any blank* 

To RANDOMLY select, list out the total number of health assessments for the designated time period according to A #, and select every other chart for completing audit* 

If there are not enough medical records to select the required number of records to review, 100% review will be required. 

Sample size: See instructions in Row 3 
Item # Measure 

1 Was dental (oral) screening completed and documented within 14 days of arrival to facility (adults)? ***oral screening includes visual observation of 
the teeth and gums, and notation of any obvious or gross abnormalities requiring immediate referral to a dentist? (100%) 

2 Was dental (oral) screening completed and documented within 7 days of arrival to facility (children)? (100%) 

3 If applicable, was patient evaluated within 43 hours of referral? (100%) 

4 Does clinical note describe findings, diagnosis/assessment, treatment plans? (100%) 

5 If applicable, patient scheduled for follow-up treatment as recommended? (100%) 

6 Was the oral examination completed by a dentist or scheduled within 12 months of arrival to facility for adults? (100%) 

- oral examination by a dentist includes taking or reviewing the patient's oral history, an oral health and neck examination, charting of teeth, and 
examination of the hard and soft tissue of the oral cavity. 

1 Was the oral examination completed by a dentist or scheduled within 60 business days of arrival to facility for children? (100%) 


DENTAL CARI 

E - Additional Recoi 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 

N/A 



12 




13 




14 




15 




16 




17 




18 




19 




20 




PERCENT 

COMPLIANCE 

0% 

0% 
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Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 
N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


Comments: 


Corrective Action Plan(s) (if appropriate): 


CONTINUITY OF CARE REVIEW (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

2nd Quarter 2017 


INSTRUCTIONS: Health staff (any IHSC staff) will review appropriate number (see page 1) of randomly selected records of patients who went to the Emergency Department during 
the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of applicable medical records for the designated time period according to A #, and select every other chart for completing audit. If 
there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See instructions in Row 2 

Item # Measure 

1 Was a discharge summary/instructions requested or present? (100%) - (was a discharge summary/instructions received when the patient returned 
from the hospital?) 

2 Was there a note from the IHSC provider detailing the reason the detainee was sent to the ED? (100%) 

3 Was a note entered in the medical record upon the detainee's return to the facility listing the ED/hospital's recommended plan of care? (100%) 

4 Did the provider follow the ED/hospital's recommended plan of care? (100%) 

5 Upon return from ED, was the patient/parent educated about diagnosis, medications (if applicable) and treatment plan? (100%) 

6 Is there documentation acknowledging patient/parent understands treatment plan? (100%) 

1 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 
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CONTINUITY OF CARE 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

1 


1 


1 

1 

1 

NA 

NA 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

PERCENT 

COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 


Add additional ID records if you fall below the threshold in the table to the right. 


CONTINUITY OF CARE - Additional R. 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 




12 




13 




14 




15 




16 




17 




13 




10 




20 




PERCENT 

COMPLIANCE 

0% 

0% 


Comments: 


Corrective Action Plan(s) (if appropriate): 


REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 
LCDR 

2nd Quarter 2017 


INSTRUCTIONS: Obtain the information from the HSA's Reasonable Accommodation Self-Assessment Tool. 
Enter "1" for Yes, "0" for No, and "NA' 1 for Not Applicable. Do not leave any blank. 
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REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 

POLICY, PROCEDURES, and TRAINING 

YES (1) or NO (0) 

1. Procedures are in place to ensure detainees with disabilities are informed of and 
have an equal opportunity to request and obtain health services. 

1 

2. IHSC staff has received initial training on interacting with individuals with 
disabilities and individuals requiring reasonable accommodations, and annually 
thereafter. 

1 

3. Written evacuation procedures and emergency communications are in place in 
the clinic for individuals with disabilities. 

1 

4. Procedures have been established to ensure that accessible features {within 
the IHSC-staffed facilities) are maintained. (Enter N/A If non-applicable) 

1 

PHYSICAL ACCESSIBILITY 


5, The facility provides reasonable accommodation access for individuals within the 

Health Unit. 

1 

COMMUNICATION 


6, The IHSC clinic has access to sign language interpreters and telecommunication 
(TDD/TTY) for individuals with hearing disabilities. 

i 

PERCENT COMPLIANCE: 

100% 

Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 



TREATMENT OF DISABILITIES 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 
LT | 

2nd Quarter 2017 
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PURPOSE: To assess care of detainees who need accommodation for their disabilities. An individual is considered to have a "disability 11 if s/he has a physical or mental impairment 
that substantially limits one or more major life activities, has a record of such an impairment, or is regarded as having such an impairment, 

(see http://www,ada.gov/q%26aeng02.htm , accessed January 20, 2012), 

An RN, MLP or physician can review, 

SOURCE: Facility logs or tour of facility and interviews with detainees who need accommodation. 

Sample: 10 detainees within the population who have a disability that requires special medical treatment. Determine through medical record examination if 
appropriate treatment and accommodation was given. 

Instructions: Enter "1" for Yes, "0" for No, and "NA" for Not Applicable* Do not leave any blank. 

Item # Measure 

1 Is the disability prominently noted in the file, along with any needed accommodations? (100%) 

2 Was the detainee assessed to determine if the disability limits one or more major life activity (as defined by ADA: basic activities that the average 
person in the general population can perform with little or no difficulty, such as (but not limited to) caring for oneself, performing manual tasks, walking, 
seeing, hearing, speaking, breathing, learning, concentrating, thinking, interacting with others and working, A major life activity can also include the 
operation of a major bodily function)? 

3 Were appropriate special orders entered (e,g,, lower bunk, assistive device, meal, etc,)? (100%) 

4 Was ADL assistance provided? (100%) 


TREATMENT OF DISABILITIES 

Record 

Alien # 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

1 




1 

1 

1 

1 

2 



1 

1 

1 

NA 

3 



1 

1 

1 

NA 

4 



1 

1 

1 

NA 

5 



1 

1 

1 

NA 

G 



1 

1 

1 

NA 

7 



1 

1 

1 

NA 

B 



1 

1 

1 

NA 

9 



1 

1 

1 

NA 

10 



1 

1 

1 

NA 

PERCENT 

COMPLIANCE 

100% 

100% 

100% 

100% 

Comments: 

N/A 
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Corrective Action Plan(s) (if appropriate): 

N/A 


DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LT iH 

2nd Quarter 2017 


PURPOSE; To assess timeliness of off-site diagnostic services and specialty care. 

SOURCE: Statistics 

MLR or physician can review. 

SAMPLE: 10 specialty patients chosen by acuity or risk of harm if access is delayed, particularly in specialties where timely access has been a problem for detainees in this facility. 
INSTRUCTIONS: Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Documented time urgency on order? [90%) 

2 Accomplished within 45 days of order or within ordered timeframe, e.g., "return in 90 days"? (100%) 

3 Documented re-evaluation of patient for deterioration each 30 days in excess of time urgency on order? (90%) 

4 Clinician acknowledgement and report in medical record within 7 days? (90%) 

5 Detainee informed of results or reason for delay if not scheduled? (90%) 


DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS 



DIAGNOSTIC SERVICES AND SPECIALTY CAR 

Below T 
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Record 


Alien # 


Clinic 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

1 



urology 

NA 

1 

1 

1 

1 

Z 



£R 

NA 

1 

1 

1 

1 

3 



podiatry 

NA 

1 

1 

1 

1 

4 



pulmonology 

NA 

1 

1 

1 

1 

5 



internal medicine 

NA 

1 

1 

1 

1 

6 



ENT 

!NA 

1 

1 

1 

1 

7 



urology 

IN A 

1 

1 

1 

1 

8 



cardiology 

1 

1 

1 

1 

1 

9 



cardiology 

1 

1 

1 

1 

1 

10 



ENT 

NA 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 

N/A 


Add additional ID records if you fall below the threshold in the table to the right. 


Record 

Alien # 

Clinic 

11 



12 



13 



14 



15 



16 



17 



IS 



19 



ZO 




PERCENT COMPLIANCE 


Comments: 


Corrective Action Plan(s) (if appropriate): 


LABORATORY AND DIAGNOSTICS 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

2nd Quarter 2017 
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PURPOSE: To assess timeliness, continuity, and coordination of care. 

Source: Laboratory log. 

RN, MLP or physician can review. 

Sample: ID most recent orders for acute labs, not including routine testing for detainees with chronic illness. 
Instructions: Enter "l" for Yes, "0" for No, and "IMA" for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Up to date certification for CLIA-waived testing accessible? (100%) 

2 Documentation of applicable staff training for performing CLIA-waived tests? (100%) 

3 Blood drawn or test done within 1 business day of ordered date? (100%) 

4 Results received within 24 hours or as appropriate? (100%) 

5 Clinician acknowledgment? (100%) 

8 Appropriate clinical response? (100%) 

7 Detainee informed of results; if not, reason documented in medical record? (100%) 


LABORATORY AND DIAGNOSTICS 


Record 

Alien # 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

1 


PERCENT 

eompuanci 


1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 


E 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


LABORATORY AND DIAGNOSTICS -t 

Additional 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 




12 




13 




14 




15 




16 




17 




13 




10 




20 




PERCENT 

COMPLIANCE 

0% 

0% 

Comments: 
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Corrective Action Plan(s) (if appropriate): 


N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


Corrective Action Plan(s) (if appropriate): 


CREDENTIAUNG 


Facility: 


Stewart Detention Center 


Reviewer: 


CAPT 



Quarter/Fiscal Year: 


2nd Quarter 2017 


Purpose: To assess credentials of all health care professionals, ensuring they are legally qualified to provide services consistent with licensure, certification, and registration 
requirements of the practicing jurisdiction. 

Source: Up to 10 fields for each of all licensed health care professionals. 

HSA or AHSA will review 

Instructions: Enter as ri l" for yes, ”0" for no, and "NA1 M for not applicable. Do not leave any area blank. 

Sample: 10 chosen at random 
Item # Measure 

1 Documentation of primary source validation (e.g., internet) of current license, certification or registrations for al applicable 
licensed professionals (100%) 

2 Validation of DEA for physicians, psychiatrists, and dentists? (100%) 

3 Current CPR certificate (100%) 

4 Documentation of inquiry regarding sanctions or disciplinary actions of state boards, employers, and the National Practitioner Data Bank (NPDB) (100%) 


CREDENTIAUNG 

Record 

Employee 

Measure 

Measure 

Measure 

Measure 

1 

2 

3 

4 

1 

RIM 

1 

0 

1 

1 

2 

RIM 

1 

0 

1 

1 
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3 

NP 

1 

0 

1 

1 

4 

RN 

1 

0 

1 

1 

5 

LPN 

1 

0 

1 

1 

G 

RN 

1 

0 

1 

1 

7 

PA 

1 

0 

1 

1 

B 

LPN 

1 

0 

1 

1 

9 

RN 

1 

0 

1 

1 

10 

LPN 

1 

0 

1 

1 

PERCENT 

COMPLIANCE 

100% 

0% 

100% 

100% 

Comments: 





N/A 






Corrective Action Plan(s) (if appropriate): 




N/A 







MORTALITY REVIEW 


Facility: 


Stewart Detention Center 


Reviewer: 


LCDR 



Quarter/Fiscal Year: 


2nd Quarter 2017 
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INSTRUCTIONS: To determine the appropriateness of clinical care; to ascertain whether changes to policies, procedures, or practices are warranted; and to identify issues that 
require further study, 

SOURCE: Minutes, notes, medical records, emergency response, and other pertinent documents. 

MLR or physician will review, 

INSTRUCTIONS: Enter as "l" for yes, "0" for no, and “NA" for not applicable. Do not leave any area blank. 

SAMPLE: All in-custody deaths, including those in hospital, within the past quarter. If applicable, most of the information can be requested through the HAS or designee. 

ITEM# MEASURE 

1 Multidisciplinary mortality review (clinical, administrative) within 30 calendar days of death (this review is completed by HQ. Request information 
from HSA)? (100%) 

2 Follow-up review when autopsy and toxicology reports are available? (100%) 

3 Assessment as to whether the medical response was appropriate on the day of death or transfer to the hospital? (100%) 

4 Assessment as to whether earlier intervention was possible and whether that would have changed the outcome? (100%) 

5 Analysis of ways to improve patient care, independent of the cause of death or RCA completed? (100%) 

6 For suicides only, was there a psychological autopsy ordered/completed? (100%) 

7 Was the involved staff informed of the clinical mortality review and administrative findings? (100%) 

8 Was treating staff informed of the clinical mortality review and administrative findings? (100%) 

DEFINITION: 

Clinical mortality review is an assessment of clinical care provided and the circumstances leading up to the death. Its purpose is to identify areas of patient care or system policies 
and procedures that can be improved. (This information is collected by the HSA, IHSC Compliance Investigations and Risk Management) 

Administrative morality review is an assessment of correctional and emergency response actions surrounding the detainee's death. Its purpose is to identify areas where facility 
operations, policies and procedures can be improved. (This information is collected by the HSA, IHSC Compliance Investigations and Risk Management) 


MORTALITY REVIEW 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

1 

N/A 









2 










3 










4 










5 










G 
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MEDICAL RECORDKEEPING PRACTICES 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

2nd Quarter 2017 


INSTRUCTIONS: 

• This worksheet should be filled out following the performance-based reviews. 

• Put a "1" in the appropriate column (Yes, Partial, No, or N/A) for each measure. 

o For example, if all 10 records comply with "identifying information", then a 1 should be placed in the YES column, 
o If only some of the records comply, a 1 should be placed in the PARTIAL column, 
o If none comply, a 1 should be placed in the NO column, 
o Only put a 1 in ONE of the 4 columns (Yes/Partial/No/NA) for each criteria. 

• For all answers that are "partial compliance" or "non-compliance/' the reviewer should write a comment. 

o For example, if most of the progress notes are legible, but one or two practitioners" notes are barely legible, the appropriate comment would be "Dr. XX.s notes are 
not legible/" 

• Reviewer can be any health care provider. 

SAMPLE: 10 Records reviewed on detainees with chronic disease. 
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MEDICAL RECORDKEEPING PRACTICES 


YES 

PARTIAL 

NO 

N/A 

COMMENTS 

1 

Identifying information {100%} 

1 





2 

Current problem list (100%) 

1 





3 

Receiving screen and health assessment forms (100%) 

1 





4 

Progress notes (100%) 

1 





5 

Clinician orders for medication signed (100%) 

1 





6 

MARs (100%) 

1 





1 

Lab and diagnostic reports (100%) 

1 





8 

Flow sheets (100%) 

1 





9 

Consent, refusal, and release of information forms (100%) 

1 





10 

Results of specialty consultations and referrals (100%) 

1 





11 

Discharge summaries from ED and hospitalizations (100%) 

1 





12 

Special needs treatment plan, where applicable (100%) 

1 





13 

Immunizations records, where applicable (100%) 

1 





14 

Date and time of each encounter (100%) 

1 





15 

Integrated medical, dental, and mental health record (100%) 

1 





16 

Timely filing, within 72 hours (100%) 

1 





17 

Consolidated medical record (100%) 

1 





18 

Content organized for easy retrieval (100%) 

1 





19 

EHR password protected, by individual (100%) 

1 





20 

Integrated health information with EHR, where applicable {100%} 

1 





PERCENT COMPLIANCE 

100% 

0% 

0% 

0% 


Comments: 

N/A 






Corrective Action Plan(s) (if appropriate): 

N/A 


Evaluate an additional 10 records if you fall below the threshold in parentheses. Follow the instructions above the table to include the results for the additional 10 records in the 


appropriate columns of the table. 
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)0 


e of Total 
spulation 


)% 
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r 

k/lEDICAL HOUSING UIVII1 

f - Additional Records If First 10 Are Below Threshold 


in # 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

1 

Measure 

3 

Measure 

9 

Measure 10 

1 


1 

1 

1 

1 

1 

1 

1 

0 

1 

1 


1 

1 

1 

1 

0 

1 

1 

0 

1 

1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


1 

1 

1 

1 

1 

1 

1 

0 

1 

1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


1 

1 

1 

1 

1 

1 

1 

0 

1 

1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


1 

1 

1 

1 

1 

1 

1 

0 

1 

1 


1 

1 

1 

1 

1 

1 

0 

0 

1 

1 

IMPLIANCE 

100% 

100% 

100% 

100% 

90% 

100% 

90% 

40% 

100% 

100% 

lr chart reviews came into compliance. 

) (if appropriate): 

staff on documentation required for MHU post and ensure they understand the imporatance of thorough, timely documentation. 
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SCREENING AND HEALTH ASSESSMENT - Additional Records If First 10 Are Below Threshold 

Record 

Alien # 

Measure 1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

3 

Measure 

9 

Measure 

ID 

Measure 11 

Measure 

12 

Measure 

13 

11 















12 
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13 















14 















15 















16 















17 















IS 















19 















20 















PERCENT COMPLIANCE 

0% 

0% 

0% 

0% 

Q% 

0% 

0% 

0% 

0% 

0% 

0% 

Q% 

0% 

Comments: 

Corrective Action Plan(s) (if appropriate): 
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[TENSION - Additional Records If First 10 Are Below Threshold 


Measure 

1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

8 

Measure 

9 



























































































0% 

0% 

0% 

0% 

0% 

0% 

0% 

0% 

0% 
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- Additional Records If First 10 Are Below Threshold 


Alien # 

Measure 

1 

Measure 

2 

Measure 3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 

9 

Measure 

10 

Measure 

11 

























































































































PERCENT COMPLIANCE 

0% 

0% 

0 % 

0% 

0% 

0 % 

0% 

0% 

0% 

0% 

0% 


iCtion Plan(s) (if appropriate): 
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ional Records If First 10 Are Below Threshold 




Measure 

2 

Measure 

3 

Measure 

a 

Measure 

5 

Measure € 

Measure 

7 

Measure 

8 







































































0% 

0% 

0% 

0% 

0% 

0% 

0% 
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HIV - Additional Records If First 10 Are Below Threshold 


Record 


Alien # 

5 NT compli 


Measure 1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 

9 

Measure 

10 

Measure 11 

Measure 

12 

Measure 

13 

11 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

12 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

13 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

14 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

15 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

16 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

17 



1 

1 

1 

1 

1 

1 

1 

IMA 

1 

1 

1 

1 

NA 

18 



1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

NA 

19 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

20 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NA 

PERCE 

ANCE 

50% 

50% 

50% 

50 % 

50% 

50% 

50% 

50% 

50% 

50 % 

50% 

50% 

50% 


Comments: 


Corrective Action Plan(s) (if appropriate): 
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DISORDER - Additional Records If First 10 Are Below Threshold 


Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 6 

Measure 

7 

Measure 

S 

Measure 

9 



























































































0% 

0% 

Q% 

0% 

0% 

0% 

0% 

0% 

0% 
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■} - Additional Records If First 10 Are Below Threshold 


Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

8 
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icords If First 10 Are Below Threshold 





Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 



















































0% 

0% 

0% 

0% 

0% 
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.E ACCESS - Additional Records If First 10 Are 
hreshold 
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Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 



















































0% 

0% 

0% 

0% 

0% 
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IHSCQI Audit Tool 


ICE HEALTH SERVICE CORPS {IHSC} - CONTINUOUS QUALITY IMPROVEMENT 


You will report EVERY quarter on ALL MEASURES that follow. There are 28 measures in total. 

* Grievances 

» Suicide Watch 

* Hunger Strikes 

* Medication Errors 

o Medication Administration Errors 
o Prescribing/Ordering Errors 
o Pharmacy Order Errors 

o Self-ad ministered medications, continuity of medication and medication refusals 

Sample Size: For each of these components, you will review 10 charts (unless findings fail below the threshold established (thresholds are listed after each item] - then you must review 10 additional 
records). NOTE: If there are less than 10 charts, then review 100% of those charts that are applicable. 

* Medication Refusal 

* Pregnancy Audit 

* Medical Housing Unit 

» Screening and Health Assessment 

* Hypertension 

* Diabetes 
»Asthma 

■ HIV 

* Tuberculosis 

* Seizure Disorder 

* Sick Call/Urgent Care 

* Mental Illness with Psychotropic Medication 

* Dental Care 

» Continuity of Care 
» Reasonable Accommodations 

* Treatment of Disability 

* Diagnostic Services and Specialty Care Access 

* Laboratory and Diagnostics 

* Credentialing 

* Mortality Review 

* Medical Recordkeeping Practices 

THRESHOLDS FOR COMPLIANCE: Each indicator has a percentage of compliance required {written next to it). If you fall below this threshold for compliance, you must submit a corrective action 
plan for it. The corrective action plan should be written in the section following the data. 


GRIEVANCES (IMPORTANT) 
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Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

lcdr| 

3rd Quarter 2017 


INSTRUCTIONS: Obtain the numbers from the grievance logs. 


GRIEVANCES 


Number 

Percentage of Total 
Grievances 

1. Total number of grievances received within quarter. 

18 


2. Number of grievances addressed* within 5 business days. 

18 

100% 

3, Number of grievances related to access to care. 

14 

78% 

4. Number of grievances related to quality of care. 

4 

22% 

Comments: 



None 



Corrective Action Plan(s) {if appropriate): 



None 




SUICIDE WATCH (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

lcdrJ 

Quarter/Fiscal Year: 

3rd Qtr/2017 


INSTRUCTIONS: Enter the total number of detainees in the detention facility in the field “Total Patient Population", Obtain the numbers for 1-8 from intake screenings, suicide watch logs and 
medical records. 
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SUICIDE WATCH 

Total Patient 
Population 

19 


Number 

Percentage of Total 
Number on Suicide 

Watch 

Percentag 

Patient P< 

1. Total number of detainees on suicide watch during specified 
timeframe, (for suicidal ideation, actions) 

3 

X 

o : 

2. Number of detainees {from number above) on suicide watch 
during specified time frame who made an actual suicide attempt. 

0 

0% 


3. Number of incident reports submitted, (required for detainees 
with suicidal attempt) 

0 

0% 

4. Number of detainees on suicide watch who were evaluated by 
behavioral health professionals within 24 hours, unless 
emergent.(in which case the evaluation should be immediate) 

3 

100% 

5. Number of detainees on suicide watch (from number above) who 
were seen previously by IHSC for mental health issues. 

1 

33% 

6. Number of detainees on suicide watch with daily evaluations 
done by qualified medical staff. 

3 

100% 

7. Number of detainees on suicide watch with appropriate 
documentation, (he. 15 minute and 8 hour documentation) 

1 

33% 

8. Number of detainee on suicide watch that received follow up 
post/after discharge from suicide watch at interval consistent with 
the level of acuity. (PBNDS) 

3 

100% 

Comments: Two of the three detainees were missing observation logs for period of time they were under suicide watch. 

Corrective Action Plants) {if appropriate): BHPs will ensure that the missing observation logs are located, completed in their entirety and 
forwarded to MRTs for scanning into the detainees' EMR. All staff will be reminded, educated and trained on importance of ensuring that 
observation logs are thoroughly completed and accounted for daily. 
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HUNGER STRIKES (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LCDR^m 

3rd Quarter 2017 


INSTRUCTIONS: Obtain the numbers from hunger strike logs and medical records. 


HUNGER STRIKES 


Number 

Percentage of Total 
Number on Hunger 
Strikes 

1. Total number of detainees on hunger strikes within the quarter. 

18 


2. Number of detainees requiring medical Intervention, (intravenous 
therapy) ON SITE (not those off-site) 

0 

0% 

3* Number of detainees requiring medical intervention (intravenous 
therapy) ON SITE(not those off-site) for whom an incident report 
was submitted. 

0 

0 % 

4. Number of detainees on hunger strike with complete 
documentation, (daily vital signs, dally weights, Intake and 
output) 

4 

21 % 

5, Number of detainees on hunger strikes with provider evaluation 
documented 

18 

100 % 

6, Number of detainees on hunger strike requiring court-ordered 
force-feeding on site. 

1 

5 % 

7. Number of detainees on hunger strike requiring court-ordered 
force-feeding in hospital. 

0 

0 % 

Comments: Nursing staff is not using the MHU: Hungerstrike Monitoring form or MHU; Intakes/Outputs form to record intakes/outputs 
or significant findings from labs. Four records revealed detainees refusing nursing assessments. Every detainee on hunger strike had 
regular provider contact throughout their time on hunger strike 

Corrective Action Plan(s) {if appropriate): Nursing staff to be educated, trained and instructed on proper use of templates when 
documenting on hungerstrike detainees. Medical staff will continue to conduct their evaluationsand make eCW entries for all MHU pts in 
a timely manner. 
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MEDICATIONS (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LT | 

3rd Quarter 2017 


INSTRUCTIONS: Place the number of medication errors (from incident reports) in the column "Number of Errors”, Place the number of incident reports submitted in the column next to it. If none, 
put "0". If not applicable, enter "NA". Do not leave any blank. 


MEDICAL ADMINISTRATION ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong medications given. 

1 

0 

2. Number of wrong patients receiving medication. 

0 

0 

3, Number of medications given at wrong time. 

2 

2 

4. Number of medications missed. 

0 

0 

5. Number of medications administered via wrong route. 

0 

0 

6* Number of wrong doses given. 

4 

1 

7, Number of transcription errors. 

0 

0 

8. Number of expired prescriptions given. 

0 

0 

9. Number of blank spaces on medication administration record. 



(i.e. no documentation of missed medication) 

0 

0 

10. Other LOSTMEDS 

6 

3 

TOTAL: 

13 

6 

Comments: 



\ax least one chart revealed wrong med passed, 2 charts revealed meds given at the wrong time, 4 charts revealed wrong doses given, 

missed, and 6 incidents of meds being lost by nursing. 



Corrective Action Plan(s) (if appropriate): 



IrN Mgr/CC to review MARs daily to ensure MARs are completely filled out and provide additional trg on correct procedures to ensure 1 

|right meds are given at right time. 
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PRESCRIBING/ORDERING ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong patients receiving medication 

0 

0 

2. Number of wrong drug - indication 

0 

0 

3, Number of wrong drug - allergy 

0 

0 

4. Number of wrong drug - drug interaction 

0 

0 

5. Number of wrong doses 

0 

0 

6* Number of wrong dosing schedules 

0 

0 

7, Number of orders written incorrectly 

0 

0 

8. Number of medication orders not forwarded to pharmacy 

0 

0 

9, Other 

0 

0 

TOTAL: 

0 

0 

Comments: 




NA 




Corrective Action Plan(s) (if appropriate): 




NA 





SEIF-ADMINISTRERED MEDICATIONS, CONTINUITY OF MEDICATION, and MEDICATION REFUSAL 


Whole Numbers 

Yes/No/NA 

1* Estimated number of patients on self-administered medication. 

(check with pharmacy) 

570 

x 

2. If detainee requires continuation of medication, was 
medication ordered within 24 hours from completion of intake 
screening? 

(Review 10 random medical records: Note percent compliance if 
less than 100%; if 100%, enter "Yes".) 

x 

Yes 

3* Average lapse time from order to first dose of medication, if 
greater than 24 hours? 

0 


4. Other 
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Comments: 

Meds provided within 24 hrs however, it is unknown when detainee chooses to take first dose. 


Corrective Action Plan(s) (if appropriate): 


None 


PHARMACY ERRORS 


Number of Errors 

Number of Incident 
Reports Submitted 

1. Number of wrong patients. 

0 

0 

2, Number of wrong medications. 

0 

0 

3, Number of wrong doses. 

0 

0 

4. Number of wrong labels. 

0 

0 

5. Number of wrong routes. 

0 

0 

6* Number of MAR errors, [misprinted, medication missing) 

0 

0 

TOTAL: 

0 

0 

Comments: 



N/A 



Corrective Action Plan(s) (if appropriate): 



N/A 




MEDICATION REFUSAL 


Facility: 


Stewart Detention Center 
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Reviewer: n 


Quarter/Fiscal Year: 


3rd Quarter 2017 


PURPOSE: To assess notification of prescribing clinician of poor adherence to medication orders. 

Source: Medication administration records, medical record RN, MLP or physician can review. 

Sample: Identify 10 patients from MARs who have missed medication on three consecutive days or four or more doses in a week. 

Instructions: Enter "1" for Yes, M Q" for No, and "NA 1 ' for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Documented refusal in the medical record {with signature of detainee, witness}? 

2 Explanation of risks and benefits documented in the medical record? 

3 Documentation that prescribing clinician has been notified if 3 consecutive days or 3 consecutive doses and/or 50% of doses missed within 7 days? 

4 Documentation of clinician response in the medical record? 

5 If detainee refused to sign refusal form, was it documented on the form? 


MEDICATION REFUSAL 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

1 




1 

1 

1 

1 

1 

2 



1 

i 

1 

1 

1 

3 



1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

6 



1 

i 

1 

1 

1 

7 



1 

1 

1 

1 

1 

S 



1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

10 



1 

i 

1 

1 

1 

PERCENT COMPLIANCE 

100 % 

100 % 

100 % 

100 % 

100 % 

Comments: 

N/A 
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Corrective Action Plan(s) (if appropriate); 

N/A 


PREGNANCY AUDIT (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LCDR^H 

3rd Quarter 2017 


INSTRUCTIONS; A health care provider will review 100% of the charts of the pregnant patients during the current quarter. 

Enter "l 11 for Yes, "0" for No, and "NA" for Not Applicable. 

Sample size; 100% 

Item # Measure 

1 Was an OB-GYN consult ordered and the scheduled appointment time documented within 7 days of identification of condition? (Not necessarily 
seen within 7 days) (100%) 

2 Prenatal vitamins prescribed? (100%) 

3 Proper diet ordered? (100%) 

4 Patient education documented at each encounter? (100%) 

5 Records reviewed by provider after OR appointment? (100%) 

6 Appropriate prenatal labs (consideration for HIV, 5Tl r and viral hepatitis) ordered if not obtained from QB-GYN? (100%) 


PREGNANCY AUDIT 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

1 

N/A 







2 








3 








4 








5 








6 








7 








8 








9 









Page 9 of 102 


























IHSCQI Audit Tool 



MEDICAL HOUSING UNIT (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

lt ^H 

Quarter/Fiscal Year: 

3rd Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of patients who were admitted to the MHU during the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. 

To RANDOMLY select, list out the total number of MHU patients for the designated time period according to A #, and select every other chart for completing audit. If there are not enough medical 
records to select the required number of records for auditing, 100% review is required. 


ITEM U MEASURE 

1 Admitting history/current diagnosis or issues documented on the MHU progress note (to be completed by a physician/MLP or appropriate clinician 
according to scope of practice]? (100%) 

2 Appropriate exam documented relevant to the reason for the MHU stay? - e.g. dental, medical, or behavioral health exam? (100%) 

3 Provider rounds documented as noted in the treatment plan, if applicable (90%) 

4 Treatment plan includes specific instructions for nursing and appropriate precautions or interventions for infectious disease? (90%) 
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5 Nursing care plan present? (90%) 

6 Nursing care follow-up documented? (100%) 

7 Nursing progress notes present for each shift? (100%) 

8 24 hour chart review indicated with signature, date and time of review? (90%) 

9 Discharge from MHU documented, if applicable (100%) 

10 Language Access: Use of translator, provider fluency in language, or English-speaking detainee is documented? (100%) 


MEDICAL HOUSING UNIT 



SCREENING AND HEALTH ASSESSMENT (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

Lt| 

Quarter/Fiscal Year: 

3rd Quarter 2017 



_ PERCENT CC 

Comments: 

All areas other than 24 h 
Corrective Action Plan(s) 


RN mgr to train nursing « 
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INSTRUCTIONS; An RN, MLR, physician or clinical pharmacist will review the appropriate number (see page 1) of randomly selected records for patients that have been at the facility for more 
than two weeks during the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of health assessments for the designated time period according to A #, and select every other chart for completing audit. 

Sample Size: See Instructions in Row 3 
Item # Measure 

1 Initial screening completed within 12 hours of admission to facility? (100%) 

2 All required areas of the intake template in eCW are completed? (100%) 

3 TB screening completed during medical intake if applicable (PPD or CXR)? (100%) 

4 PPD read within 48-72 hours? (N/A if CXR performed) (100%) 

5 TB clearance properly documented? (100%) 

6 Was there timely (NLT 2 working days after identification) follow-up for significant findings of acute and chronic conditions? (100%) (A significant 
finding is a condition that, without timely intervention, could lead to deterioration in function, pain, death, or risk to the public health) (100%) 

7 Was health assessment completed within 14 days? (100%) 

8 Was health assessment completed within 7 days for children? (Family Residential Centers) (100%) 

9 Was health assessment completed for patients with chronic illnesses within two working days? (100%) 

10 Health assessment (health history and hands-on physical examination) completed by licensed physician/PA/NP/RN (if completed by RN, must have 
documented training) (100%) 

11 If applicable, documentation of transfer summary reviewed within 12 hours? (100%) 

12 Patient education documented at each encounter? (100%) 

13 Language access; Use of translator, provider fluency in language, or English-speaking patient is documented, (100%) 


SCREENING AND HEALTH ASSESSMENT 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

Measure 

11 

Measure 

12 

Measure 13 

1 




1 

1 

1 

NA 

1 

1 

NA 

NA 

1 

1 

1 

1 

1 

2 



1 

i 

1 

NA 

1 

i 

NA 

NA 

1 

1 

l 

i 

1 

3 



1 

1 

1 

NA 

1 

1 

NA 

NA 

1 

1 

1 

1 

1 

4 



1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

NA 

NA 

NA 

NA 

NA 

1 

1 

1 

6 



1 

i 

1 

NA 

1 

NA 

NA 

NA 

1 

1 

i 

i 

1 

7 



1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 

8 



1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 

9 



1 

1 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

1 

1 

1 

10 



1 

l 

1 

NA 

1 

NA 

1 

NA 

NA 

1 

l 

l 

1 
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PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Comments: 


N/A 

Corrective Action Plan(s) (if appropriate): 

N/A 

Add additional 10 records if you fall below the threshold in the table to the right. 


HYPERTENSION (ESSENTIAL) 


Facility: 

Reviewer: 


Stewart Detention Center 

ltH 


Quarter/Fiscal Year: 


3rd Quarter 2017 


Page 13 of 102 






















IHSCQI Audit Tool 


INSTRUCTIONS; An RN, MLP, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records of patients with hypertension during the current quarter. 
Enter "l" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with hypertension for the designated time period according to A #, and select every other chart for completing audit. If there 
are not enough medical records to select the required number of records for auditing, 100% review is required* 

Sample Size: See Instructions in Row 3 

Item # Measure 

1 Blood pressure reading documented at intake? (100%) 

2 Patient seen by medical provider within two business days of illness identification (100%) 

3 Patient was referred to MLP or higher, if exam was completed by RN (95%) 

4 Patient has treatment plan documented? (95%) 

5 Diagnosis listed in provider SOAP note? (100%) 

6 Diagnosis listed on problem Kist? (100%) 

7 Baseline labs obtained (CBC, CHEM, lipid profile, UA & EKG) and reviewed within 30 days of illness identification? (100%) 

8 Patient education documented at each encounter? (100%) 

9 Language access: Use of translator, provider fluency in language or English speaking patient is documented? (100%) 


HYPERTENSION 

Record 

Alien # 

Measure 1 

Measure 2 

Measure 3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

8 

Measure 9 

1 




1 

1 

1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

l 

l 

1 

4 



1 

1 

1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


HYPE 

Record 

Alien # 

11 


12 


13 


14 


15 


16 


17 


18 


19 


20 


PERCENT COMPLIANCE 


Comments; 
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Corrective Action Plan(s) (if appropriate): 


Corrective Action Plants) (if appropr 

N/A 




Add additional 10 records if you fall below the threshold in the table to the right 


DIABETES (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

3rd Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records of patients with diabetes during the current quarter. 
Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with diabetes for the designated time period according to A U, and select every other chart for completing audit If there are 
not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample Size: See Instructions in Row 3 


Item # Measure 

1 Was PE-C completed within two business days if diabetes was identified at time of arrival? (10Q%) 

2 Documented blood sugar on intake (if diabetes identified at intake) or documented reason for not testing e.g. detainee just ate food 

one hour ago? (90%) 

3 Diagnosis listed in provider SOAP note (100%) 

4 Diagnosis listed on problem list? (100%) 

5 Baseline A1C obtained within 30 days of arrival or within past 3 months? (100%) 

6 Baseline measurement of lipids within 30 days? (100%) 

7 Documented prescription of aspirin, as clinically indicated? (80%) 

8 Degree of control (goal of HgbAlC < 8.0) documented in treatment plan? (90%) 

9 Was a strategy to attain diabetes control documented if HgbAlC was above goal? (100%) 

10 Patient education documented at each encounter? (100%) 

11 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 
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DIABETES 


DIABETES 

Record 


Alien # 

ENT COMPLD 


Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

Measure 

10 

Measure 

11 


Record 

1 



1 

0 

1 

1 

1 

1 

1 

0 

0 

1 

0 


11 

2 



1 

1 

1 

1 

1 

1 

1 

NA 

NA 

1 

0 


12 

3 



1 

1 

1 

1 

1 

1 

0 

0 

NA 

1 

1 


13 

4 



1 

1 

1 

1 

1 

1 

1 

NA 

NA 

1 

1 


14 

5 



1 

0 

1 

1 

1 

1 

1 

1 

1 

1 

1 


15 

6 



1 

1 

1 

1 

i 

1 

1 

1 

1 

1 

1 


16 

7 



1 

0 

1 

1 

l 

1 

1 

0 

0 

1 

1 


17 

3 



1 

0 

1 

1 

0 

1 

1 

0 

0 

1 

1 


13 

9 



1 

0 

1 

1 

i 

1 

NA 

NA 

NA 

1 

1 


19 

10 



1 

0 

1 

1 

i 

1 

NA 

0 

0 

1 

1 


20 

PERC 

UJCE 

100% 

40% 

100% 

100% 

90% 

100% 

90% 

50% 

60% 

100% 

80% 



Comments: 

Blood sugar on intake not documented/not done; Baseline A1C NOT obtained within 30 days of arrival or within past 3 months; Prescription of aspirin NOT being 

documented as clinically indicated; Degree of control (goal of HgbAlC < 8.0) NOT documented in treatment plan; NO strategy to attain diabetes control documented if HgbAlC was 

above goal. 


Comments: 

Corrective Action Plan(s) (if appropriate): 

Refresher training will be provided for providers and nurses on all the measures identfied. Training will be incooperated in daily reports. 


Corrective A 


Add additional 10 records if you fall below the threshold in the fable to the right. 


ASTHMA (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

lt ^H 

Quarter/Fiscal Year: 

3rd Quarter 2017 
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IHSCQI Audit Tool 


INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1J of randomly selected records of patients with asthma during the current quarter. 

Enter "l" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with asthma for the designated time period according to A 8, and select every other chart for completing audit. If there are 
not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample sizer See Instructions in Row 3 

Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 Peak flow documented during health assessment (100%) 

3 Peak flow documented during all chronic care visits? (100%) 

4 Diagnosis listed in provider SOAP note (100%) 

5 Diagnosis listed on problem list? (100%) 

6 Treatment plan initiated in accordance with chronic care disease guidelines. (90%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


ASTHMA-Addit 

Record 

Alien # 

Measure 

1 

11 

N/A 


12 



13 



14 



IS 



16 



17 



18 



19 



20 



PERCENT COMPLIANCE 

0% 

Comments: 


ASTHMA 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

1 


■NT COMPLI 


1 

1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

NA 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

1 

4 



1 

1 

NA 

1 

1 

1 

1 

1 

5 



l 

1 

NA 

1 

1 

1 

1 

1 

6 



1 

1 

NA 

1 

1 

1 

1 

1 

7 



1 

1 

NA 

1 

1 

1 

1 

1 

8 



1 

1 

NA 

1 

1 

1 

1 

1 

9 



1 

1 

NA 

1 

1 

1 

1 

1 

10 



1 

1 

NA 

1 

1 

1 

1 

1 

PERCE 

ANCE 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

Comments: 

N/A 
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IHSCQI Audit Tool 


Corrective Action Plan(s) (if appropriate): 

N/A 

Add additional 10 records if you fall below the threshold in the table to the right. 


Corrective Action Plan(s) (if appropriate): 


HIV (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

3rd Quarter 2017 


INSTRUCTIONS: An RN, MLR, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records of patients with HIV during the current quarter. 
Enter "l" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with HIV for the designated time period according to A #, and select every other chart for completing 
audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 


Sample size: See Instructions in Row 2 
Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 Documented HIV+ by laboratory or prior medical record? (95%) 

3 CD4 and viral load obtained within 30 days of disease identification or recent CD4/viral load results obtained from prior record (recent is within the 

past 90 days)? (95%) 

4 Antiretroviral treatment considered and documented? (100%) 

5 Treatment plan initiated in accordance with chronic care disease guideline within two business days of illness identification. (95%) 

6 Diagnosis listed in provider SOAP note (100%) 
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7 Diagnosis listed on problem list? (100%) 

8 Was patient's care plan evaluated by a physician with experience in managing HIV patients within 30 days of HIV identification or admission to IHSC 
facility (if diagnosis already known)? (95%) This question was re-worded for FY 2016 for clarity 

9 Was the patient seen by a medical provider at least every 90 days? (95%) 

10 Was a PPD or IGRA performed within the last year? Note; if the patient has been positive in the past, an annual CXR is acceptable (95%) 

11 If applicable, was the CXR completed or verified within 72 hours of health assessment as part of treatment plan? (95%) 

12 Patient education documented at each encounter? (95%) 

13 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


Record 


Alien # 


Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

S 

Measure 9 

Measure 

10 

Measure 

11 

Measure 

12 

Measure 13 

1 




1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 




1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

3 




1 

1 

1 

1 

1 

1 

1 

1 

0 

1 

NA 

0 

1 

4 




l 

1 

1 

1 

1 

1 

1 

1 

0 

1 

NA 

1 

1 

5 




1 

1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

6 




1 

1 

0 

1 

0 

1 

1 

1 

1 

1 

NA 

1 

1 

7 




1 

1 

1 

1 

1 

1 

1 

0 

0 

1 

1 

1 

1 

S 




1 

1 

1 

1 

1 

1 

1 

0 

NA 

1 

NA 

1 

1 

9 




1 

1 

1 

1 

1 

1 

1 

0 

1 

1 

1 

1 

1 

10 




1 

1 

1 

NA 

1 

1 

1 

0 

NA 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

90% 

100% 

90% 

100% 

100% 

60% 

60% 

100% 

70% 

90% 

100% 


Comments: 

1 record- [CD4 and viral load NOT obtained within 30 days of disease identification or recent CD4/viral load results obtained from prior record); 1 Record- (Treatment plan NOT initiated in accordance with 
chronic care disease guideline within two business days of illness identification); 4 Records- (patient's care plan NOT evaluated by a physician with experience in managing HIV patients within 30 days of HIV 
identification or admission to IHSC); 


Corrective Action Plan(s) (if appropriate): 


Providers will be re-oriented on Chronic care visits 


Add additional 10 records if you fall below the threshold in the table to the right 

TUBERCULOSIS (Detainees being treated for active tuberculosis disease) (ESSENTIAL) 


Facility: 


Stewart Detention Center 
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IHSCQI Audit Tool 


Reviewer: Q 


Quarter/Fiscal Year: 


3rd Quarter 2017 


INSTRUCTIONS; An RN, MLP, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records of patients with tuberculosis (TB) disease 
during the current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with TB disease for the designated time period according to A ti t and select every other chart for completing audit. If there 
are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size; See Instructions in Row 2 

Item # Measure 

1 All patients evaluated for TB disease are tested for HIV (100%) 

2 Pyrazinamide (PZA) and ethambutol (EMB) prescribed for no more than 60 days unless ordered by the advising physician (100%) 

3 TB patients are seen at least monthly by a medical provider for follow-up visits (100%) 

4 CXR is obtained 6-8 weeks after initiation of RIPE with comparison to previous CXR(s) (100%) 

5 Initial cultures are performed with automatic sensitivity testing and culture and sensitivity results (if at least one culture is positive for M. tb) are 
reviewed (100%) 

6 TB-CM visit note is completed at the time of diagnosis and updated with culture results, drug sensitivity test results (if culture positive), and final 
case classification within 90 days of diagnosis (100%) 


TUBERCULOSIS {ESSENTIAL) 

Record 

Alien # 

Measure 1 

Measure 

Z 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

1 




1 

1 

1 

NA 

1 

1 

2 



1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

NA 

1 

1 

4 



1 

1 

1 

NA 

1 

1 

5 



1 

1 

1 

NA 

1 

1 

6 



1 

1 

1 

NA 

1 

NA 

7 



1 

l 

1 

NA 

1 

NA 

8 



1 

1 

1 

NA 

1 

NA 

9 



1 

1 

1 

NA 

1 

NA 

10 



1 

1 

1 

NA 

1 

NA 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 


TUBERCULOSIS {ESSENTIAL) - Additional Records If Fir: 


Record 

Alien # 

Measure 1 

Measure 

Z 

Measure 

3 

11 





12 





13 





14 





15 





16 





17 





18 





19 





20 





PERCENT 

COMPLIANCE 

0% 

0% 

0% 
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IHSCQI Audit Tool 


Comments: 

NA 


Corrective Action Plan(s) (if appropriate): 


N/A 


Add additional 10 records if you fall below the threshold in the table to the right 


Comments: 


Corrective Action Plan(s) (if appropriate): 


SEIZURE DISORDER (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

lt H 

Quarter/Fiscal Year: 

3rd Quarter 2017 


INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected records of patients with seizure disorder during the current quarter. 

Enter "1" for Yes, "G" for i\lo, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with seizure disorder for the designated time period according to A # F and select every other chart for completing audit. If 
there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 3 

Item # Measure 

1 Was PE-C completed within two business days of intake or after illness identification? (100%) 

2 2 Documented complete neurological history/assessment at physical examination? (100%) 

3 Patient was referred to MLP or higher, if exam was completed by RN (95%) 

4 Patient has treatment plan documented? (95%) 

5 Diagnosis listed in provider SOAP note? (100%) 

6 Diagnosis listed on problem list? (100%) 

7 Baseline labs obtained (CBC, CHEIYI, lipid profile, UA & EKG) and reviewed within 30 days of illness identification? (100%) 

8 Patient education documented at each encounter? (100%) 

9 Language access: Use of translator, provider fluency in language or English speaking patient is documented? (100%) 
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SEIZURE DISORDER 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 9 

1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

2 


1 

1 

1 

1 

1 

1 

1 

1 

l 

3 


1 

1 

1 

NA 

1 

1 

1 

1 

1 

4 


1 

1 

1 

NA 

1 

1 

1 

1 

1 

5 


1 

1 

1 

NA 

1 

1 

1 

1 

1 

6 


1 

1 

1 

1 

1 

1 

1 

1 

1 

7 


1 

1 

1 

1 

1 

1 

1 

1 

1 

8 

None 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

9 

None 

IMA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

10 

None 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

PERCENT COMPLIANCE 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100% 

Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 

N/A 


Add additional 10 records if you fall below the threshold in the table to the right 


SEIZUR 

Record 

Alien # 

11 

N/A 

1Z 


13 


14 


15 


16 


17 


18 


19 


20 


PERCENT COMPLIANCE 


Comments: 


Corrective Action Plan(s) (if appropr 


SICK CALL (URGENT CARE) (ESSENTIAL) 


Facility: 

Reviewer: 


Stewart Detention Center 
NP 


Quarter/Fiscal Year: 


3rd Quarter 2017 
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IHSCQI Audit Tool 


INSTRUCTIONS; An RN, MLP, physician or clinical pharmacist will review appropriate number (see page 1) of randomly selected records from patients that have been seen for sick call during the 
current quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of sick call encounters for the designated time period according to A #, and select every other chart for completing audit. If there are not enough 
medical records to select the required number of records for auditing, 100% review is required. 

Sample size; See Instructions in Row 2 

Item # Measure 

1 Vital signs obtained and documented during assessment? (100%) 

2 Weight was documented during assessment? (90%) 

3 A thorough pain assessment (intensity, duration, quality, better/worse, etc.) was documented during assessment? (100%) 

4 Treatment in accordance with nursing guidelines? (100%) 

5 If pediatric patient, were pediatric pain guidelines followed? (90%) 

G If appropriate, patient was referred to a higher level of care? (if not appropriate, Enter as N/A) (95%) 

7 Patient education documented at each encounter? (100%) 

8 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


SICK CALL (URGENT CARE) 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

1 


:ent complij 


1 

1 

1 

1 

NA 

NA 

1 

1 

2 



1 

1 

1 

1 

NA 

NA 

1 

1 

3 



1 

1 

NA 

1 

NA 

NA 

1 

1 

4 



1 

1 

NA 

1 

NA 

NA 

1 

1 

5 



1 

1 

1 

1 

NA 

NA 

1 

1 

6 



1 

1 

1 

1 

NA 

1 

1 

1 

7 



1 

1 

1 

1 

NA 

NA 

1 

1 

S 



1 

1 

1 

1 

NA 

1 

1 

1 

9 



1 

1 

NA 

1 

NA 

NA 

1 

1 

10 



1 

1 

1 

1 

NA 

NA 

1 

1 

PERt 

ance 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 


SICK CALL (URGENT CARI 

Record 

Alien # 

Measure 

1 

11 

N/A 


12 



13 



14 



15 



16 



17 



18 



19 



20 



PERCENT COMPLIANCE 

0% 

Comments: 
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IHSCQI Audit Tool 


Corrective Action Plan(s) (if appropriate): 

N/A 

Add additional 10 records if you fall below the threshold in the table to the right 


Corrective Action Plan(s) (if appropriate): 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

lcdrJ 

Quarter/Fiscal Year: 

3rd Quarter 2017 


INSTRUCTIONS: A mid-level provider or physician will review appropriate number (see page 1) of randomly selected records of patients with mental illness who take psychotropic medications 
during the current quarter. 

Enter "1" for Yes, "O' 1 for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of patients diagnosed with mental illness and prescribed psychotropics during the designated time period according to A #, and select every other 
chart for completing audit. If there are not enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row 3 

Item # Measure 

1 Was a BH referral made in a timely manner (within 72 hours of intake or identification}? (100%) 

2 Diagnosis listed by behavioral health provider in encounter note (100%) 

3 Diagnosis listed on problem list? (100%) 

4 If patient takes psychotropic medication, psychotropic medication consent (special consent form) signed for the drug ordered? (100%) 

5 Clinical assessment, treatment, and follow up plan documented? (100%) 

6 For patients on antipsychotic medication, was there an AIMS (Abnormal Involuntary Movement Scale) test performed? (100%) (physician, 

MLP, RN can conduct an AIMS test) 

7 Was appropriate lab monitoring ordered depending on the psychotropic drug? (100%) 


MENTAL ILLNESS WITH PSYCHOTROPIC MEDICATIONS 



MENTAL ILLNESS WITH PSYCHOTROPIC ME 

Below 1 
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Record 

Alien # 

Measure 1 

Measure 2 

Measure 3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

1 




1 

1 

1 

0 

1 

NA 

NA 

2 



1 

1 

1 

NA 

1 

NA 

NA 

3 



1 

1 

1 

1 

1 

NA 

NA 

4 



1 

1 

1 

i 

1 

NA 

NA 

5 



1 

1 

1 

0 

1 

NA 

NA 

6 



1 

1 

1 

0 

1 

NA 

NA 

7 



1 

1 

1 

1 

1 

NA 

NA 

8 



1 

1 

1 

NA 

1 

NA 

NA 

9 



1 

1 

1 

NA 

1 

NA 

NA 

10 



1 

1 

1 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

70% 

100% 

100% 


Comments: 

Three instances of psychotropic medication consents missing from EMR 

Corrective Action Plan(s) (if appropriate): 

BMPs reminded to have detainee sign psychotropic medication consents when pts are seen during tele-psychiatry and to ensure that 
a consent is on file for detainee with meds ordered/re-ordered by onsite physicians or MLPs. All staff will be reminded of 
importance of having psychotropic med consents completed at time of service to ensure compliance with standard. 

N/A 


Add additional 10 records if you fall below the threshold in the table to the right 


Record 

Alien # 

Measure 1 

Measure 

2 

11 




1 

1 

12 



1 

1 

13 



l 

1 

14 



1 

1 

15 



1 

1 

16 



1 

1 

17 



1 

1 

18 



1 

1 

19 



1 

1 

20 



1 

1 

PERCENT 

COMPLIANCE 

100% 

100% 

Comments: Second data set revealed no concerns. 

Corrective Action Plan(s) (if appropriate): 

All staff will be more diligent in adhering to this standard. 


DENTAL CARE (ESSENTIAL) 


Facility: 

Stewart Detention Center 

Reviewer: 

CAPT^^I 

Quarter/Fiscal Year: 

3rd Quarter 2017 
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IHSCQI Audit Tool 


INSTRUCTIONS: A dentist, dental hygienist, RN, mid-level provider or physician will review appropriate number (see page 1) of records from patients seen by a dentist for treatment within the 
designated time frame. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of health assessments for the designated time period according to A #, and select every other chart for completing audit. 

If there are not enough medical records to select the required number of records to review, 100% review will be required. 

Sample size: See Instructions in Row 3 
Item # Measure 

1 Was dental (oral) screening completed and documented within 14 days of arrival to facility (adults)? ***oral screening includes visual observation of 
the teeth and gums, and notation of any obvious or gross abnormalities requiring immediate referral to a dentist? (100%) 

2 Was dental (oral) screening completed and documented within 7 days of arrival to facility (children)? (100%) 

3 If applicable, was patient evaluated within 48 hours of referral? (100%) 

4 Does clinical note describe findings, diagnosis/assessment, treatment plans? (100%) 

5 If applicable, patient scheduled for follow-up treatment as recommended? (100%) 

6 Was the oral examination completed by a dentist or scheduled within 12 months of arrival to facility for adults? (100%) 

- oral examination by a dentist includes taking or reviewing the patient's oral history, an oral health and neck examination, charting of teeth, and 
examination of the hard and soft tissue of the oral cavity. 

7 Was the oral examination completed by a dentist or scheduled within 60 business days of arrival to facility for children? (1Q0%) 


DENTAL CARI 

E - Additional Recoi 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 

N/A 



12 




13 




14 




15 




16 




17 




18 




19 




20 




PERCENT 

COMPLIANCE 

0% 

0% 

Comments: 


DENTAL CARE 

Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

1 




1 

NA 

1 

1 

1 

1 

NA 

2 



1 

NA 

1 

1 

NA 

1 

NA 

3 



1 

NA 

1 

1 

NA 

1 

NA 

4 



1 

NA 

1 

1 

1 

1 

NA 

5 



1 

NA 

1 

1 

NA 

1 

NA 

6 



1 

NA 

1 

1 

1 

1 

NA 

7 



1 

NA 

1 

1 

1 

1 

NA 

8 



1 

NA 

1 

1 

1 

1 

NA 

9 



1 

NA 

1 

1 

NA 

1 

NA 

10 



1 

NA 

1 

1 

1 

1 

NA 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 
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Corrective Action Plan(s) (if appropriate): 
N/A 


Add additional 10 records if you fall! below the threshold in the table to the right. 


Corrective Action Plan(s) (if appropriate): 


CONTINUITY OF CARE REVIEW (ESSENTIAL) 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 
FNP 

3rd Quarter 2017 


INSTRUCTIONS: Health staff {any IHSC staff) will review appropriate number (see page 1) of randomly selected records of patients who went to the Emergency Department during the current 
quarter. 

Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

To RANDOMLY select, list out the total number of applicable medical records for the designated time period according to A#, and select every other chart for completing audit. If there are not 
enough medical records to select the required number of records for auditing, 100% review is required. 

Sample size: See Instructions in Row Z 

Item # Measure 

1 Was a discharge summary/instructions requested or present? (100%) - (was a discharge summary/instructions received when the patient returned 
from the hospital?) 

2 Was there a note from the IHSC provider detailing the reason the detainee was sent to the ED? (100%) 

3 Was a note entered in the medical record upon the detainee's return to the facility listing the ED/hospital's recommended plan of care? (100%) 

4 Did the provider follow the ED/hospital's recommended plan of care? (100%) 

5 Upon return from ED, was the patient/parent educated about diagnosis, medications (if applicable) and treatment plan? (100%) 

6 Is there documentation acknowledging patient/parent understands treatment plan? (100%) 

7 Language Access: Use of translator, provider fluency in language, or English-speaking patient is documented? (100%) 


CONTINUITY OF CARE 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

1 




1 

1 

1 

1 

1 

1 

NA 

2 



1 

1 

1 

1 

1 

1 

1 


CONTINUITY OF CARE - Additional R 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 




12 
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3 




1 

1 

1 

1 

1 

1 

NA 

4 



1 

1 

1 

1 

1 

1 

NA 

5 



1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

NA 

7 



1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Comments; 

N/A 

Corrective Action Plan(s) (if appropriate); 

N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


13 




14 




15 




16 




17 




18 




19 




20 




PERCENT 

COMPLIANCE 

0% 

0% 


Comments; 


Corrective Action Plants) (if appropriate); 


REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 

LCDR ^^^M 

3rd Quarter 2017 


INSTRUCTIONS; Obtain the information from the HSA's Reasonable Accommodation Self-Assessment Tool* 
Enter "1" for Yes, "(V 1 for No, and "MA" for Not Applicable. Do not leave any blank. 


REASONABLE ACCOMMODATIONS SELF-ASSESSMENT 

POLICY, PROCEDURES, and TRAINING 

YES (1) or NO (0) 

1* Procedures are in place to ensure detainees with disabilities are informed of and 
have an equal opportunity to request and obtain health services. 

1 
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2 . IHSC staff has received initial training on interacting with individuals with 
disabilities and individuals requiring reasonable accommodations, and annually 
thereafter. 

1 

3, Written evacuation procedures and emergency communications are in place in 
the clinic for individuals with disabilities. 

1 

4, Procedures have been established to ensure that accessible features (within 
the IHSC-staffed facilities) are maintained. (Enter N/A if non-applicable) 

1 

PHYSICAL ACCESSIBILITY 


5* The facility provides reasonable accommodation access for individuals within the 

Health Unit. 

1 

COMMUNICATION 


6. The IHSC clinic has access to sign language interpreters and telecommunication 
(TDD/TTY) for individuals with hearing disabilities. 

1 

PERCENT COMPLIANCE: 

100% 

Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 



TREATMENT OF DISABILITIES 


Facility: 

Reviewer: 


Stewart Detention Center 

L~fl 


Quarter/Fiscal Year: 


3rd Quarter 2017 
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PURPOSE: To assess care of detainees who need accommodation for their disabilities. An individual is considered to have a “disability" if s/he has a physical or mental impairment that 

substantially limits one or more major life activities, has a record of such an impairment, or is regarded as having such an impairment. 

(see http://www.ada.gov/q%26aeng02.htm , accessed January 20, 2012). 

An RIM, MIP or physician can review. 

SOURCE: Facility logs or tour of facility and interviews with detainees who need accommodation. 

Sample: 10 detainees within the population who have a disability that requires special medical treatment. Determine through medical record examination if 
appropriate treatment and accommodation was given. 

Instructions: Enter "1" for Yes, "0" for No, and "NA" for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Is the disability prominently noted in the file, along with any needed accommodations? (100%) 

2 Was the detainee assessed to determine if the disability limits one or more major life activity {as defined by ADA: basic activities that the average 
person in the general population can perform with little or no difficulty, such as (but not limited to) caring for oneself, performing manual tasks, walking, 
seeing, hearing, speaking, breathing, learning, concentrating, thinking, interacting with others and working. A major life activity can also include the 
operation of a major bodily function)? 

3 Were appropriate special orders entered (e.g., lower bunk, assistive device, meal, etc.)? (100%) 

4 Was ADL assistance provided? (100%) 


TREATMENT OF DISABILITIES 


Record 

Alien # 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

1 




1 

1 

1 

NA 

2 



i 

i 

1 

NA 

3 



1 

1 

1 

NA 

4 



1 

1 

1 

NA 

5 



1 

1 

1 

NA 

6 



l 

i 

1 

NA 

7 

NA 

NA 

NA 

NA 

NA 

8 

NA 

NA 

NA 

NA 

NA 

9 

NA 

NA 

NA 

NA 

NA 

10 

NA 

NA 

NA 

NA 

NA 

PERCENT COMPLIANCE 

100 % 

100 % 

100 % 

100 % 


Comments: 


N/A 
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Corrective Action Plan(s) (if appropriate); 

N/A 


DIAGNOSTIC SERVICES AND SPECIALTY CARE ACCESS 


Facility: 

Stewart Detention Center 

Reviewer: 

SUBBB NP 

Quarter/Fiscal Year: 

3rd Quarter 2017 


PURPOSE: To assess timeliness of off-site diagnostic services and specialty care. 

SOURCE; Statistics 

MLP or physician can review. 

SAMPLE: 10 specialty patients chosen by acuity or risk of harm if access is delayed, particularly in specialties where timely access has been a problem for detainees in this facility. 
INSTRUCTIONS: Enter "l" for Yes, ,T 0" for No, and "NA" for Not Applicable. Do not leave any blank. 

Item # Measure 

1 Documented time urgency on order? (90%) 

2 Accomplished within 45 days of order or within ordered timeframe, e.g., "return in 90 days"? (100%) 

3 Documented re-evaluation of patient for deterioration each 30 days in excess of time urgency on order? (90%) 

4 Clinician acknowledgement and report in medical record within 7 days? (90%) 

5 Detainee informed of results or reason for delay if not scheduled? (90%) 


DIAGIMOSTIC SERVICES AND SPECIALTY CARE ACCESS 


Record 

Alien # 

Clinic 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

1 


Optometry 

NA 

NA 

NA 

NA 

1 


DIAGNOSTIC SERVICES AND SPECIALTY CAF 

Relow 1 


Record 

Alien # 

Clinic 

11 
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2 


Orthopedics 

1 

1 

1 

1 

1 

3 


Radiology 

1 

1 

1 

1 

1 

4 


Cardiology 

1 

1 

1 

1 

1 

5 


Endocrinology 

1 

1 

1 

1 

1 

6 


Cardiology 

1 

1 

1 

1 

1 

7 


Gastroentology 

1 

1 

1 

1 

1 

S 


Neurology 

1 

1 

1 

1 

1 

9 


Neurology 

1 

1 

i 

1 

1 

10 


Podiatry 

1 

1 

l 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

Comments: 

N/A 

Corrective Action Plan(s) (if appropriate): 







N/A 









Add additional 10 records if you fall below the threshold in the table to the right. 


12 



13 



14 



15 



16 



17 



18 



19 



20 




PERCENT COMPLIANCE 


Comments: 


Corrective Action Plan(s) (if appropriate}: 


LABORATORY AND DIAGNOSTICS 


Facility: 

Stewart Detention Center 

Reviewer: 

lj H 

Quarter/Fiscal Year: 

3rd Quarter 2017 
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PURPOSE: To assess timeliness, continuity, and coordination of care. 

Source: laboratory log. 

RN, MLP or physician can review. 

Sample: 10 most recent orders for acute labs, not including routine testing for detainees with chronic illness. 
Instructions: Enter '*1" for Yes, "O' 1 for No, and "NA" for Not Applicable, Do not leave any blank. 

Item # Measure 

1 Up to date certification for CLIA-waived testing accessible? {100%) 

2 Documentation of applicable staff training for performing CLIA-waived tests? (100%) 

3 Blood drawn or test done within 1 business day of ordered date? (100%) 

4 Results received within 24 hours or as appropriate? (100%) 

5 Clinician acknowledgment? (100%) 

G Appropriate clinical response? (100%) 

7 Detainee informed of results; if not, reason documented in medical record? (100%) 


1 - 

LABORATORY AND DIAGNOSTICS 

. 

Additional 

Record 

Alien # 

Measure 

1 

Measure 

2 

11 




1Z 




13 




14 




15 




16 




17 




18 




19 




ZO 




PERCENT 

COMPLIANCE 

0% 

0% 

Comments: 


LABORATORY AND DIAGNOSTICS 

Record 


Alien # 


Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

1 




1 

1 

1 

1 

1 

1 

1 

2 



1 

1 

1 

1 

1 

1 

1 

3 



1 

1 

1 

1 

1 

1 

1 

4 



1 

1 

1 

1 

1 

1 

1 

5 



1 

1 

1 

1 

1 

1 

1 

6 



1 

1 

1 

1 

1 

1 

1 

7 



1 

1 

1 

1 

1 

1 

1 

8 



1 

1 

1 

1 

1 

1 

1 

9 



1 

1 

1 

1 

1 

1 

1 

10 



1 

1 

1 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

100 % 

Comments: 

N/A 
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Corrective Action Plan(s) (if appropriate); 


N/A 


Add additional 10 records if you fall below the threshold in the table to the right. 


Corrective Action Plan(s) (if appropriate); 


CREDENTIALING 


Facility: 

Stewart Detention Center 

Reviewer: 

CAPT i^H 

Quarter/Fiscal Year: 

3rd Quarter 2017 


Purpose: To assess credentials of all health care professionals, ensuring they are legally qualified to provide services consistent with licensure, certification, and registration requirements of the 
practicing jurisdiction. 

Source: Up to 10 fields for each of all licensed health care professionals, 

HSA or AHSA will review 

Instructions: Enter as "l" for yes, "G" for no, and "NAl" for not applicable. Do not leave any area blank. 

Sample: 10 chosen at random 
Item # Measure 

1 Documentation of primary source validation (e.g., internet) of current license, certification or registrations for all applicable 
licensed professionals (100%) 

2 Validation of DEA for physicians, psychiatrists, and dentists? (100%) 

3 Current CPR certificate (100%) 

4 Documentation of inquiry regarding sanctions or disciplinary actions of state boards, employers, and the National Practitioner Data Bank (NPDB) (100%) 


CREDENTIALING 

Record 

Employee 

Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

1 

NP 

1 

IMA 

1 

1 

2 

NP 

i 

IMA 

1 

1 

3 

NP 

1 

NA 

1 

1 
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4 

PA 

1 

NA 

1 

1 

5 

DO 

1 

1 

1 

1 

6 

RN 

1 

NA 

1 

1 

7 

DP 

1 

NA 

1 

1 

8 

NP 

1 

NA 

1 

1 

9 

RN 

1 

NA 

1 

1 

10 

LPN 

1 

NA 

1 

1 

PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 


Comments: 


N/A 

Corrective Action Plan(s) (if appropriate); 

N/A 


MORTALITY REVIEW 


Facility: 
Reviewer: 
Quarter/Fiscal Year: 


Stewart Detention Center 
LCDR^^^ 

3rd Quarter 2017 
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INSTRUCTIONS; To determine the appropriateness of clinical care; to ascertain whether changes to policies, procedures, or practices are warranted; and to identify issues that require further 
study* 

SOURCE: Minutes, notes, medical records, emergency response, and other pertinent documents* 

MLP or physician will review* 

INSTRUCTIONS: Enter as "1” for yes, "0" for no, and '"NA” for not applicable. Do not leave any area blank. 

SAMPLE; All in-custody deaths, including those in hospital, within the past quarter* If applicable, most of the information can be requested through the HAS or designee. 

ITEM # MEASURE 

1 Multidisciplinary mortality review (clinical, administrative) within 30 calendar days of death (this review is completed by HQ. Request information 
from HSA)? (100%) 

2 Follow-up review when autopsy and toxicology reports are available? (100%) 

3 Assessment as to whether the medical response was appropriate on the day of death or transfer to the hospital? (100%) 

4 Assessment as to whether earlier intervention was possible and whether that would have changed the outcome? (100%) 

5 Analysis of ways to improve patient care, independent of the cause of death or RCA completed? (100%) 

6 For suicides only, was there a psychological autopsy ordered/completed? (100%) 

7 Was the involved staff informed of the clinical mortality review and administrative findings? (100%) 

8 Was treating staff informed of the clinical mortality review and administrative findings? (100%) 

DEFINITION: 

Clinical mortality review is an assessment of clinical care provided and the circumstances leading up to the death. Its purpose is to identify areas of patient care or system policies and procedures 
that can be improved* (This information is collected by the HSA, IHSC Compliance Investigations and Risk Management) 

Administrative morality review is an assessment of correctional and emergency response actions surrounding the detainee's death. Its purpose is to identify areas where facility operations, 
policies and procedures can be improved. (This information is collected by the HSA, IHSC Compliance Investigations and Risk Management) 


MORTALITY REVIEW 


Record 

Alien # 

Measure 1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

S 

Measure 

G 

Measure 

7 

Measure 

8 

1 


1 

1 

1 

1 

1 

1 

1 

1 

2 










3 










4 










5 










6 










7 











Page 3G of 102 




























IHSCQI Audit Tool 



MEDICAL RECORDKEEPING PRACTICES 


Facility: 

Stewart Detention Center 

Reviewer: 


Quarter/Fiscal Year: 

3rd Quarter 2017 


INSTRUCTIONS: 

* This worksheet should be filled out following the performance-based reviews. 

* Put a 'T' in the appropriate column (Yes, Partial, No, or N/A) for each measure, 

o For example, if all 10 records comply with "identifying information", then a 1 should be placed in the YES column* 
o If only some of the records comply, a 1 should be placed in the PARTIAL column, 
o If none comply, a 1 should be placed in the NO column, 
o Only put a 1 in ONE of the 4 columns {Yes/Partial/No/NA) for each criteria, 

* For all answers that are "partial compliance" or "non-compliance," the reviewer should write a comment. 

o For example, if most of the progress notes are legible, but one or two practitioners' notes are barely legible, the appropriate comment would be "Dr, XX,s notes are 
not legible/' 

* Reviewer can be any health care provider. 

SAMPLE; 10 Records reviewed on detainees with chronic disease. 


MEDICAL RECORDKEEPING PRACTICES 
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YES 

PARTIAL 

NO 

N/A 

COMMENTS 

1 

Identifying information (100%) 

1 





2 

Current problem list (100%) 

1 





3 

Receiving screen and health assessment forms (100%) 

1 





4 

Progress notes (100%) 

1 





5 

Clinician orders for medication, signed (100%) 

1 





6 

MARs (100%) 

1 





7 

Lab and diagnostic reports (100%) 

1 





8 

Flow sheets (100%) 

1 





9 

Consent, refusal, and release of information forms (100%) 

1 





10 

Results of specialty consultations and referrals (100%) 

1 





11 

Discharge summaries from ED and hospitalizations (100%) 

1 





12 

Special needs treatment plan, where applicable (100%) 

1 





13 

Immunizations records, where applicable (100%) 

1 





14 

Date and time of each encounter (100%) 

1 





15 

Integrated medical, dental, and mental health record (100%) 

1 





16 

Timely filing, within 7Z hours (100%) 

1 





17 

Consolidated medical record (100%) 

1 





IS 

Content organized for easy retrieval (100%) 

1 





19 

EHR password protected, by individual (100%) 

1 





20 

Integrated health information with EHR, where applicable (100%) 

1 





PERCENT COMPLIANCE 

100% 

0% 

0% 

0% 

- 


Comments: 


N/A 


Corrective Action Plan(s) (if appropriate): 


N/A 


Evaluate an additional 10 records if you fall below the threshold in parentheses. Follow the instructions above the table to include the results for the additional 10 records in the appropriate 
columns of the table. 
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m 

MEDICAL HOUSING UNI1 

r - Additional Records If First 10 Are Below Threshold 



:n # 


Measure 

1 

Measure 

2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 

9 

Measure 10 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 



1 

1 

1 

1 

1 

1 

1 

0 

i 

1 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 



1 

1 

1 

1 

1 

1 

1 

0 

1 

1 



1 

1 

1 

1 

l 

1 

1 

0 

i 

1 



1 

1 

1 

1 

1 

1 

i 

0 

1 

1 



1 

1 

1 

1 

1 

1 

i 

0 

1 

1 



1 

1 

1 

1 

1 

1 

i 

0 

1 

1 



1 

1 

1 

1 

1 

1 

i 

0 

1 

1 

1MPLIANCE 

100% 

100% 

100% 

100% 

90% 

100% 

90% 

40% 

100% 

100% 

r chart reviews came into compliance. 

(If appropriate); 










staff on documentation required for MHU post and ensure they understand the imporafance of thorough, timely documentation. 
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SCREENING AND HEALTH ASSESSMENT - Additional Records If First 10 Are Below Threshold 

Record 

Alien # 

Measure 1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

3 

Measure 

9 

Measure 

10 

Measure 11 

Measure 12 

Measure 13 

11 















12 















13 















14 















15 















16 















17 















18 















19 















20 
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PERCENT COMPLIANCE 

0 % 

0% 

0% 

0% 

0 % 

0 % 

0 % 

0 % 

0 % 

0 % 

0 % 

0 % 

0 % 


Comments: 


Corrective Action Plan(s) (if appropriate): 
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TENSION 

1 - Additional Records If First 10 Are Below Threshold 



Measure 

1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 6 

Measure 

7 

Measure 

3 

Measure 

9 



























































































0% 

0 % 

0% 

0% 

0% 

0% 

0% 

0% 

0% 
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iate); 
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- Additional Records If First 10 Are Below Threshold 

Alien # 

Measure 

1 

Measure 

2 

Measure 3 

Measure 

4 

Measure 

S 

Measure 

6 

Measure 

7 

Measure 

8 

Measure 

9 

Measure 

10 

Measure 

11 




1 

0 

1 

1 

1 

1 

0 

0 

0 

1 

1 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 



1 

1 

1 

1 

1 

1 

NA 

0 

NA 

1 

1 



0 

1 

1 

1 

1 

1 

NA 

1 

NA 

1 

1 



IMA 

NA 

1 

1 

NA 

NA 

NA 

1 

NA 

1 

1 



1 

0 

1 

1 

1 

1 

NA 

1 

NA 

1 

1 



1 

1 

1 

1 

1 

1 

NA 

NA 

NA 

1 

1 



1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 



IMA 

NA 

1 

1 

1 

1 

0 

0 

NA 

1 

1 



1 

NA 

1 

1 

1 

1 

0 

1 

1 

1 

1 

PERCENT COMPLIANCE 

100% 

80% 

100% 

100% 

100% 

100% 

70% 

70% 

90% 

100% 

100% 


ction Planfs} {if appropriate): 
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HIV - Additional Records If First 10 Are Below Threshold 


Record 

Alien # 

Measure 1 

Measure 2 

Measure 

3 

Measure 

4 

Measure 

5 

Measure 

6 

Measure 

7 

Measure 

3 

Measure 

9 

Measure 

10 

Measure 11 

Measure 

12 

Measure 13 

11 




1 

1 

NA 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

12 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

13 



1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

14 



1 

i 

1 

1 

1 

1 

1 

1 

NA 

1 

l 

1 

1 

15 



1 

1 

1 

1 

1 

1 

1 

NA 

1 

1 

1 

1 

1 

16 



NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


17 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 
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NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 
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20 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 

NA 


PERCENT COMPLIANCE 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


Comments: 


Unable to find additional 10 records 


Corrective Action Plan{s) {if appropriate): 
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E ACCESS 
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Locked Cells 


Workbook Protection 



Locked Cells 






CONTINUOUS QUALITY IMPROVEMENT AUDIT TOOL 
4 th Quarter- FY 2017 


• Grievances 

Comments: A total of 8 grievances were received within the quarter; 1 -detainee left the next day and 
his grievance could not be processed, and 1 case was NOT addressed within 5 days 

Corrective Action Plan(s) (if appropriate): An alternate staff member needs to be identified; He/she will 
address grievances when the primary staff member is unavailable, thus ensuring grievances are 
addressed in a timely manner. 

• Suicide watch 

Comments: 15 minute forms completed by Correctional Officers are missing. 

Corrective Action Plan(s) (if appropriate): BHPs will ensure that the missing observation logs are located, 
completed in their entirety and forwarded to MRTs for scanning into the detainees' EMFC All staff will 
be reminded, educated and trained on importance of ensuring that observation logs are thoroughly 
completed and accounted for daily. Core Civic leadership will be informed during quarterly suicide 
prevention meeting to educate staff on maintaining all forms 

• Hunger Strike 

Comments: Nursing staff is not using the MHU : Hunger strike Monitoring Form/MHU: Intakes St Outputs 
form to record intakes/outputs or significant findings from labs. 1-record revealed detainee refusing 
nursing assessments. Every detainee on hunger strike had regular provider contact throughout their 
time on hunger strike 

Corrective Action Plants) (if appropriate): In service training will be provided to the nursing staff on 
proper document ion related to hunger strike. Medical staff will continue to conduct their evaluations 
and make eCW entries for all MHU pts in a timely manner. 

• Medication Administration Errors 

Comments: -6 medications were missed (Detainees failed to show up to pill line). 

Corrective Action Plants) (if appropriate): Medical staff will continue to communicate with the 
correctional officers to ensure that detainees are escorted to the pill line for their meds; Detainees not 
willing to come for their meds will sign refusal forms. 

• PRESCRIBING/ORDERING ERRORS 


Comments: 2 orders were written incorrectly; 1 drug had the wrong indication; and 1 wrong dose 




CONTINUOUS QUALITY IMPROVEMENT AUDIT TOOL 
4 th Quarter- FY 2017 

Corrective Action Plan(s) (if appropriate): -Improved communication between providers, nurses, and 
pharmacy ; Educate providers on double checking orders; Nurses should read back orders to the 
providers after taking verbal orders 

• PHARMACY ERRORS 

Comments: #2- Extended release medication given instead of immediate release; Future start date for 
a medication not printed in MAR 

Corrective Action Plants) (if appropriate): MARs to be reviewed by the Clinic Coordinator/Nurse 
Manager daily. 

• MEDICAL HOUSING UNIT 

Comments : -No nursing care plan with one pt record 

Corrective Action Flan(s) (if appropriate ): In service training to be provided to the nurses on Nursing 
Care Plan 

• DIABETES 

Comments : Blood sugar on intake not documented/not done; Baseline A1C NOT obtained within 30 days 
of arrival or within past 3 months; Prescription of aspirin NOT being documented as clinically iindicated; 
Degree of control (goal of HgbAlC < 8.0) NOT documented in treatment plan; NO strategy to attain 
diabetes control documented if HgbAlC was above goal; 

Corrective Action Flan(s) (if appropriate ): Refresher training will be provided for providers and nurses on 
all the measures identified. Training will be in cooperated in daily reports. 

• ASTHMA 

Comments : - Peak flows are not being documented during health assessment and chronic care visits; 
Providers are not utilizing SFs (smart forms/Chronic care templates) and when utilized they are not 
completely filled out, thus leaving out vital information; 1- record showed no assessment completed 
within 2 days. 

Corrective Action Plants) (if appropriate): - Finding will be discussed during the providers' meeting, and 
measures would be made available to all provider for reference. Providers encounters will be reviewed 
weekly, and further training will be made available to providers if the need arises. 

• HIV 

Comments: 1 record- (PE-C was not completed within 2 days); 1 Record- (Diagnosis not listed in 
provider note); 1- PPD or IGRA not performed within the last year 

Corrective Action Plan(s) (if appropriate): HIV management protocol to be in cooperated into providers' 
meeting 



